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Preface 


Beginning in 1951, the National Conference of Social Work 
has followed the plan of publishing separate volumes of papers 
on special subjects in addition to its official Proceedings, The 
Social Welfare Forum. For two consecutive years, 1951 and 1952, 
a volume of selected papers on casework was printed and distributed. 
Because of unforeseen publishing difficulties, the 1953 volume did 
not appear. 

The Conference has now made arrangements with the Publica- 
tions Service of the Family Service Association of America to 
bring out this annual volume of casework papers. This is the 
first such compilation of conference papers to appear under the 
FSAA imprint. The selection of the papers was made by a special 
Editorial Committee, appointed by the Conference. Ruth Williams, 
Assistant Executive Secretary of the Conference staff, and Cora 
Kasius, Director of Publications Service of the FSAA, served as 
ex officio members. 

The Committee considered all the available papers presented at 
the Section I sessions of the 1954 Conference, held in Atlantic 
City in May, and also the casework papers presented at the meetings 
of the Associate Groups. Obviously, only a few of the papers 
could be included in this small book. The Committee also decided 
to include two papers—one by Fritz Red] and the other by Dr. Don- 
ald A. Bloch—which were among the papers selected by the 
1953 Committee. 

The criteria applied by the Committee in selecting the papers 
were, of necessity, not rigid or definitive. As far as possible, how- 
ever, an attempt was made to include a range of subjects and to 
give preference to papers that presented new points of view or 
described new services. The Committee wishes to point out that 
the Conference is an open forum and that the authors speak only 
for themselves. Publication of the articles does not connote endorse- 
ment by either the Conference or the Committee of the ideas set 


forth. 








PREFACE 





The Committee is particularly pleased to be able to include a 
paper by Anna Freud on “Safeguarding the Emotional Health of 
Our Children.” This paper is based on her presentation of this 
subject at the dinner meeting of the Child Welfare League of 
America. The Committee wishes to express appreciation to Anna 
Freud, and to the League, for their generous permission to make 
this outstanding paper available for publication in this volume. 
The dinner meeting, at which Miss Freud spoke to an enthralled 
audience, was a high point of the 1954 Conference. 

The Committee and the Conference hope that, under this new 
publication aegis, Casework Papers, 1954 and the subsequent 
annual volumes of Conference casework papers will receive the 
attention and distribution they deserve. 

Davin HUNTER 


EpirH L. LAUER 
FREDERIKA NEUMANN 


1954 Editorial Committee for 
Selection of Casework Papers 
National Conference of Social Work 


October 1, 1954 











SAFEGUARDING THE EMOTIONAL HEALTH 
OF OUR CHILDREN 


An Inquiry into the Concept of the Rejecting Mother 


Anna Freud 





WHEN I RECEIveED from the president of the Child Welfare League 
of America an invitation to speak at its annual meeting, I took 
this as a sign of recognition of the close interrelation which exists 
today between your field of work and mine, the social and the psy- 
choanalytic one. By now, it has been accepted as a fact by many 
people that child welfare work, to be effective, has to draw heavily 
on the results of analytic child psychology. I believe that, in reverse, 
child psychology, for best results, cannot afford to neglect the 
inexhaustible fund of material which, in the form of impressions, 
observations, practical experience, is at the disposal of the welfare 
worker. Generous American support has enabled me, as an analyst, 
to undertake repeated ventures into the realm of welfare work.! 
These have impressed me with the value of gaining intimate 
insight into both sides of a twofold task: that of building up a 
body of knowledge concerning the child’s emotional development, 
as well as that of applying this hard-won knowledge to the aim of 
“safeguarding the emotional health of our children.” 


The Relations between Psychoanalysis and Child Welfare Work 


Historically, the significant co-operation between the two fields 
began with the analytic discovery that nothing that happens in 
the later life of an individual is of the same importance for his 

1 The Jackson Nursery, Vienna, 1938-1939, maintained by Dr. Edith Jackson, 
New Haven; the Hampstead Nurseries, London, 1940-1945, maintained by the 
Foster Parents’ Plan for War Children, Inc., New York; the Hampstead Child- 
Therapy Clinic, London, maintained by the Field Foundation, Inc., New York, 
since 1952. 
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mental health as the events of his first five years. It was this shift of 
emphasis from adult to childhood experience which showed up the 
importance of child welfare work for the prevention of mental 
disturbances, thereby giving it a very special status among the 
social services. There followed on the analytic side the discovery 
of the oedipus complex; that is, the exploration of the child’s love 
and hate relations within the family which lay the foundation for 
his love life and his moral adaptation to society. Reacting to this, 
family agencies became concerned with “broken homes” and directed 
their efforts toward maintaining—for normality’s sake—complete 
and, if possible, united families. Analysis discovered that there 
exists no neurosis in adult life which has not been preceded by an 
infantile neurosis. This led to the setting up of treatment centers 
and child guidance clinics. Analysis dug deeper into the begin- 
nings of the child’s problems and demonstrated the adverse conse- 
quences of parental attitudes such as withholding of sex knowledge, 
overstrict toilet training, or wrong feeding methods; this led on the 
social side to a campaign for the enlightening of parents. When it 
emerged that the wrong handling of infants is due not to lack of 
knowledge but to internal difficulties on the mother’s part, case- 
work with mothers set in to try and remedy their troubles, and so on. 

In short, during its development toward a new and effective 
form of mental hygiene, child welfare work seems to have become 
gradually as dependent on analytic child psychology as physical 
hygiene is on medicine and medical research. The analogy includes 
even the mistakes made on both sides. Scientists, whether they 
work on the secrets of the body or the mind, sometimes release 
their discoveries while they are still in the experimental stage. 
Workers in hygiene, whether physical or mental, in their eagerness 
to relieve or prevent suffering, are not always discriminating and 
careful enough in their applications. This danger is increased 
on the psychological side by the less objective nature of the findings, 
by the less precise language in which the analyst expresses them, 
and—last but not least—by their emotional appeal. 


Recent Development in Psychoanalytic Child Psychology: Rejection 
as a Pathogenic Factor 
The facts of infantile sexuality, the oedipus and castration com- 
plex, the problems of ego and superego development, and the role 
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of aggression having been established, psychoanalytic study turned 
recently to the child’s first year of life, that is, to the beginning of 
mental functioning and the first emotional contact of the infant 
with his environment. This brought into special focus how all- 
important the person of the mother and her attitude are to her 
child. It was demonstrated that all advantages of a later family 
life may be wasted on a child who has lacked a warm and satisfying 
mother relationship in the first instance. The conditions necessary 
for establishing this first contact to the best advantage have been 
described by many authors.? In this earliest partnership in an 
individual’s life, that of infant and mother, the demands are all on 
one side (the infant's), while the obligations are all on the other 
side (the mother’s). It is the mother’s task to be attentive to the 
child’s needs (for food, sleep, warmth, movement, comfort, com- 
pany), not to misunderstand them or confuse them with each 
other, and to fulfil them, not according to her own speed and 
rhythm but by adapting her actions to the child’s. The infant is 
dependent on the mother for his satisfactions. If she proves a 
gratifying and accommodating provider for his pressing needs, he 
begins to love, not only his experiences of wish fulfilment, but her 
person. Thereby the infant's original state of self-centeredness is 
changed into an attitude of emotional interest in his environment 
and he becomes capable of loving, first the mother and—after her— 
the father and other important figures in his external world. It is 
maintained by many analytic authors that it lies wholly with the 
mother of an infant whether this beneficial development occurs. 
Where the mother welcomes the child’s first outflow of feeling 
toward her and responds to it, she favors his progress from self- 
centeredness to object love. Where she fails in her task on some 
point and thereby rejects his advances, she may destroy an all- 
important potentiality in her infant, with disastrous consequences 
for his future healthy development. 

This latest development of analytic theory did not fail to impress 
welfare workers in the usual manner. Realizing the advantage of 
directing their efforts to the earliest ages, and thus, perhaps, to 
the beginning of all troubles, they began to take serious notice 
of the vital bond which exists between mother and infant, to 


2By none better than by Dr. D. W. Winnicott, London, in his popular 
pamphlet on The Ordinary Devoted Mother and Her Baby, W. Foyle, London, 
1951. 
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protect it against forcible interruptions, to foster its existence 
where they found it, and to urge mothers to be more forthcoming 
with their feelings where they seemed reluctant. 

These were the legitimate applications of a new insight. But, 
whether owing to the fault of the analysts who were too emphatic 
in their statements, or owing to the fault of the caseworkers who 
were too bent on exchanging a multitude of causes of mental trouble 
for one single, simple, causal factor, the idea of being “rejected by 
the mother” began suddenly to overrun the fields of clinical work and 
casework. On the clinical side, more and more of the gravest 
disturbances were attributed to the presence of “rejection” (such 
as autism, atypical and psychotic development, mental backward- 
ness, retardation of speech, and so on). On the caseworkers’ side, 
more and more mothers were pronounced to be cold, not out- 
going, unresponsive, unloving, hating, in short “rejecting” of their 
children. This caused much heart searching and also much self- 
accusation, especially among the mothers of abnormal children. 


Inquiry into the Concept of the Rejecting Mother 


There is, of course, no lack of evidence for the occurrence of 
rejection of infants. Many infants, instead of being kept as near the 
mother as possible, spend many hours of the day in isolation; many 
are subjected to traumatic separations from their mothers; many, 
at the end of infancy, have good reason to feel deserted when another 
child is born; many are, indeed, unwanted. Nevertheless, there is 
behind these happenings a variety of determinants which decide 
their outcome. There is not one type of rejecting mother; there 
are many. ‘There are those who are responsible for their rejecting 
attitude, who can be exhorted, advised, and helped toward a better 
adjustment to their child; there are also those with whom rejection 
is beyond control. 

Children are deprived of the company and care of their mothers 
for external, physical reasons, and for internal, mental ones; or 
both factors are inextricably intermixed in other cases. Also, no 
child is wholly loved. The idea of “rejection” in its present form 
is unprecise, vague, and through overuse has become almost mean- 
ingless. Nothing short of definition and classification of the degrees 
and types of withdrawal of mother love from the infant can restore 
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it to its initial usefulness. Hence the present inquiry into the 
concept of the rejecting mother. 


Rejection by Unwillingness of the Mother 


No one who has ever had even a short acquaintance with child 
welfare work will deny that there are “bad mothers,” in the same 
sense in which there are bad partners in every type of human rela- 
tionship, whether they are mothers or fathers, wives or husbands. 
As described above, the relationship of a mother to her infant is 
an exacting one. It is too much to expect that she will fulfil her 
task if she has not taken on the role of motherhood voluntarily— 
if it has been forced upon her. That leaves on one side, classed as 
“unwilling,” all those mothers who never meant to have a baby, 
or did not mean to have it at the particular time when pregnancy 
occurred. The reasons for their unwillingness may be external 
ones: financial difficulties, lack of their own home, or of space, the 
burden of too many earlier children, illegitimacy of the relations 
with the child’s father. There are emotional reasons such as lack 
of affection for the husband, which is extended to his child. Or 
the reasons, rationalized merely on the surface by external condi- 
tions, may lie much deeper in the mother’s nature. There are 
many women who are incapacitated for motherhood by virtue of 
their masculinity. They may wish for children for reasons of 
pride and possessiveness, but their humiliation at finding themselves 
female, their longing for a career, their competition with the hus- 
band preclude any real enjoyment of or with the infant. 

There are, further, the mothers who waver between rejection 
and acceptance of the mother role. A woman may be wholly 
unwilling while pregnant and then be seduced and tempted by the 
infant himself until she enters into an affectionate relationship; in 
such cases the living presence of the child arouses in her what one 
used to call the “mother instinct.” 

Or there may be conflict between internal and external pressure. 
This is well known from casework with unmarried mothers who 
reject their infants for social considerations while they accept them 
emotionally. 

It is interesting also to note that wholly external influences are 
capable of interfering with the mother’s tie to the child. When 
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mother and infant are separated for long periods and the mother is 
relieved of all responsibility for the child, as happened in wartime 
England for safety’s sake or as happens in hospital when either 
mother or child must be isolated—under such conditions mothers 
have been seen to lose their attachment to the child and to become 
unwilling to resume it. Such experiences make one feel that the 
mother’s attachment is bound up with the appeal made by an infant's 
helplessness and urgent need for care, rather than being a mere 
“instinct.” This might explain, too, why mothers who entrust the 
care of their infants to paid nurses are described so often as 
“rejecting.” 

On the whole, it is not the truly unwilling mother who exerts the 
most disastrous influence on her child’s future. Where she refuses 
altogether to play her part, the door is left wide open for an accept- 
ing mother substitute, as found in adoption and in foster families. 
It is the mother who wavers between rejection and possessiveness who 
does the most irreparable harm by forcing her child into an unpro- 
ductive partnership in which he fails to develop his capacities for 
object love. 


Rejection through Abnormality of the Mother 


Unwillingness for conscious or unconscious reasons to assume the 
special task of motherhood should not be confused with the general 
failure to establish normal human relationships, as it exists in 
women whose personality is distorted by psychotic elements, or who 
suffer from a circumscribed psychosis. The effect of a psychotic 
mother on the deveolpment of her child has been discussed fre- 
quently and by many authors in recent years. There is no doubt 
that infants may react to the lack of outgoing warmth in such 
a mother as if to her “rejection.” On the other hand, harmful 
consequences of an opposite nature can also be observed. The 
psychotic mother may include a child in her own world of self- 
centered (narcissistic) feelings and reactions, regarding it as a 
part of her own self. The normal symbiosis of a mother and infant® 
may become prolonged then in an abnormal manner and mother 


8See Margaret S. Mahler, M.D., “On Child Psychosis and Schizophrenia: 
Autistic and Symbiotic Infantile Psychoses,” The Psychoanalytic Study of the 
Child, Vol. VII, International Universities Press, New York, 1952, pp. 286-305. 
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and child together become an isolated couple in an apparently 
hostile external world. Such a state of affairs delays, or prevents, 
the growing child’s normal adaptation to the social environment.‘ 


Rejection by Separation 

In contrast to these first two groups, there are the mother-child 
relationships where a good beginning is made in every respect. 
The mother may be devoted, happy with her baby, accepting and 
responsive. The child may answer to her care and make the first 
steps toward emotional attachment.- Then there follows rejection 
brought about by sudden separation of the couple. Such separations 
may be the mother’s fault (when she leaves the child in the care of 
strangers for trivial reasons such as trips or visits), but they need not 
be. The mother may be ill, have to go to hospital, undergo opera- 
tions, need convalescence. Illness of an older child or needs of the 
father may remove her from the infant. External conditions may 
interfere as they did in wartime. The mother may die and leave 
her child an orphan. Such separations act on the child, irrespective 
of their causes. Since the infant cannot grasp the reason for the 
mother’s disappearance, every separation equals for him desertion 
on her part. Before his sense of time develops, the pressure of his 
needs makes every period of waiting seem agonizingly long; there- 
fore he does not distinguish between separations of short and long 
duration. Everybody’s sympathy and understanding are extended 
automatically to the infant whose mother dies; if the mother is 
absent merely for a few weeks we are less concerned. Wrongly so; 
we know that the mother will return, the child does not. Separa- 
tions between mother and infant are rejections, whether they are 
brought about for good or bad reasons, whether they are long or 
short. The infant who is torn from the partnership with his mother 
is emotionally orphaned, even though he may be an “artificial” 
orphan with a living mother.’ It is revealing, for example, to 
learn in the analyses of adults who lost their mothers through 
death in infancy that, unconsciously, they have never ceased to blame 
them for desertion. 


4See Dr. Augusta Bonnard, “School Phobia—Is It a Syndrome?” Paper 
read at International Congress of Psychiatry, Paris, 1949, published in Archives, 


Paris, 1949. } j 
5 See Dorothy Burlingham and Anna Freud, Young Children in War-Time, 


George Allen & Unwin, Ltd., London, 1942. 
1] 
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Dorothy Burlingham’s and my wartime study of Infants Without 
Families,° Dr. John Bowlby’s work on separation anxiety,” James 
Robertson’s film, “A Two-Year-Old Goes to Hospital,” Dr. René 
Spitz’s film studies, and so on, have revealed some of the consequences 
of “rejection by separation.” Here I can only summarize results. 
The shock of separation is expressed often by disturbance of the 
body functions, such as upsets of sleep, of feeding, of the digestive 
apparatus; there is also at such times increased susceptibility to 
infection. Further, many infants make backward moves in their 
development: those who have just learned to talk give up speech; 
those who have just begun to move independently give up walking; 
those who have already undergone toilet training wet and soil again. 
It is almost invariably the most recent achievement in development 
which is lost first. 

On the emotional side, all variations have been described, from 
incessant crying to silent despair. For the infant, to withdraw his 
feelings from the loved person seems to be as painful as it is for 
an adult in mourning. The main difference between the two emo- 
tional states seems to be that the adult is capable of withdrawing 
his feelings into himself and attaching them to an inner image of 
the lost object. The infant needs a living person in the external 
world who is capable of fulfilling his material needs besides serving 
as a love object; he cannot live without a mother substitute. There- 
fore, the interval between withdrawal of affection from the mother 
and search for another object is a short one. But this ability, or 
rather need, of the young child to form new ties should not deceive 
us as to the seriousness of what has happened. The first attempt 
at objective love has been destroyed; the next one will not be of 
quite the same quality, will be more demanding, more intent on 
immediate wish fulfilment, that is, further removed from the more 
mature forms of “love.” Repeated “rejection by separation” inten- 
sifies this process of deterioration and produces individuals who are 
dissatisfied, shallow, and, worst of all, promiscuous in their relation- 
ships. 

Studies of such disturbances are carried on now in London on 


6 Infants Without Families, Geo Allen & Unwin, Ltd., London, 1943. 
t John Bowlby, M.D., Maternal Care and Mental Health, Monograph Series 
WHO, Geneva, 1951. 
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children from institutions who, as infants, have passed from hand 
to hand. 


Rejection by Inconstancy of Feeling 


There are many young children who show the effects of rejection 
although they have never been subjected to a physical separation 
from their mothers. The fact is that infants demand more than the 
bodily presence of the mother; they demand too that the mother’s 
regard for them should not undergo any fluctuation in degree. The 
younger the infant, the greater his sensitivity to any lessening in 
the mother’s love, even if this is a very temporary phenomenon. 
Even where the mother is quite oblivious of such a change in 
intensity of feeling, the child is not. In a recent, more specialized 
paper on the subject, “About Losing and Being Lost,”* I was able 
to show how young children react if they feel less loved. The 
mother’s loving interest in the child ties him to her, and he feels 
securely held in an atmosphere which is charged with her affection. 
When the charge (the libido-cathexis, to use the technical term) 
diminishes, insecurity sets in, and the child feels “lost.” Where the 
infant is old enough to be capable of independent movement, he 
may even get lost physically under such conditions; that is, he 
may venture away from the mother into what is normally for him 
“out of bounds” and not find his way back to her. There is an 
interesting analogy here between our own hold on our material 
possessions and a mother’s hold on her young child. We are apt to 
lose possessions if we withdraw interest from them, if “our mind 
is elsewhere.” Mothers, under the same conditions, may lose their 
emotional hold on their young children; this, in turn, may induce 
the child to stray, to lose himself, to run away. 

Seen from the mother’s side, it is an unreasonable demand that 
there should be no fluctuations in the intensity of her feelings for 
the child. There are many other claims on her emotions. The 
most devoted mother of an infant may have older children who 
have older claims; there are the husband’s claims to satisfy, whose 
needs vary. Mothers may suffer the loss of another child, or of their 
own parents. If this happens, their feelings become withdrawn 


8 Read at 18th International Psycho-Analytical Congress, London, 1953. 
13 
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from the infant and are engaged in mourning. Infants react to such 
happenings as to rejections and desertions, with illness, with stand- 
stills or regressions in development, with increased naughtiness and 
aggression toward the mother. The same happens if the mother 
falls into a morbid depression of some kind, or if there is an 
upheaval in her love life, or if there are troubles in the marital 
relations which absorb her interest. 

Rejection by desertion also seems to be the most potent factor 
in the young child’s emotional upheaval when a next child is born. 
So far as the mother is concerned, nothing is more natural, healthy, 
and even biologically necessary than that she should turn her pre- 
occupation toward the newborn. But all the psychological advice 
to mothers on how to handle the older child at that juncture, all the 
devices of giving him a doll to bathe, of letting him help with the 
new baby, of telling him what a big child he is already, all this will 
not for a moment blind him to the all-important fact that his 
mother has withdrawn libido from him. The child’s own explana- 
tion of such “rejection” is, invariably, that he is no good, or that 
the mother is no good, both versions leading to anxiety, feelings of 
guilt, and regressions in behavior. 

Where the withdrawal of love is occasioned by the birth of a new 
baby or by some happening in the mother’s love life, the child 
will react with normal jealousy. Where mourning or depressions 
are the cause, children usually answer with withdrawal and 
(immediate or later) pathological depressions of their own. 


Alternation of Rejection and Acceptance 


It is only natural for a mother that her relationship to her child 
fluctuates with his phases of development. Some mothers feel 
a pride, possessiveness, and love for the unborn during pregnancy 
which they can never recapture in their later attitudes. Others 
are wholly devoted to the helpless baby and withdraw devotion 
when the child begins to move and help himself. To most mothers 
the appeal of the hungry child is quite different from the appeal 
(or lack of it) of the dirty or cbstreperous one. Some mothers find 
it difficult to tolerate the awakening masculinity of the 3-year-old, 
and withdraw from him at a period when others turn toward the 
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child with increased and proud affection. A mother may be 
“rejecting” toward the baby in its first stages and become accepting 
at the stage when the child is teachable,® and so on. 

Such alternations of rejection and acceptance (not of the child as 
a whole but of his changing aspects) are anchored in the depth of the 
mother’s mind. She cannot help reacting against (that is, “reject- 
ing”) the child if his behavior arouses old conflicts of her own. His 
oral demands on her arouse once more her own struggles with her 
own mother in her own babyhood. His dirtiness and the need for 
her to be concerned with his body products arouse fantasies and 
battles of the anal phase. Her reaction to the child’s phallic develop- 
ment will be determined by her castration complex and her penis 
envy. In short, the relationship to the developing infant shakes 
her personality to its foundations. Her behavior toward the child 
is understood best when viewed in terms of her own conflicts. She 
acts rejecting when she defends her own repressions, and accepting 
when the child’s behavior meets with secret wishes and fantasies of 
her own which she cannot tolerate. 

It is a frequent occurrence that a mother is so fixed to a certain 
libidinal phase of her own development that her obvious predilec- 
tion for it acts on the child as a seduction. Thus, mother and child 
as a couple may meet on the basis of an exaggerated sado-maso- 
chistic relationship, when they provoke each other to endless 
quarrels. Or their relationship may remain predominantly within 
the sphere of oral fantasies; in the latter event their partnership 
becomes the breeding ground for pathological reactions, such as 
battles over food, eating and stomach troubles, and attitudes of 
craving and addiction. 


Rejection in Spite of Devotion 


Although, as said before, no human being is wholly loved, there 
are some women who come very near to fulfilling this achievement 
for their child. They are, emotionally, mothers rather than wives, 
with few other ties and interests, to whom the possession of a child 


® For the description of such a case, see Rose W. Coleman, M.D., Ernst Kris, 
and Sally Provence, M.D., “The Study of Variations of Early Parental Attitudes,” 
The Psychoanalytic Study of the Child, Vol. VIII, International Universities 
Press, New York, 1953, pp. 20-47. 
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means the fulfilment of their deepest wishes. They give themselves 
unreservedly to the infant; they do not separate from him and 
they do not allow other claims to diminish their attention. Their 
infant remains frequently their only child. But, surprisingly 
enough, they too do not escape the blame of being “rejecting” in 
the eyes of their children. It throws a new light on the factor of 
“rejection” when we realize that no degree of devotion on the 
part of the mother can cope successfully with the boundless demands 
made on her by the child. 

There is another, more intricate, factor which should not be 
underrated. Every good mother of an infant shares his experiences. 
Not only does she provide his satisfactions; she is at hand too when 
the infant is in discomfort, pain, and suffering. It is not reasonable 
to expect that the child should connect her person with his pleasures 
only. As the first representative of the external world, in which the 
infant has to learn to orient himself, she becomes the symbol of 
both frustration and satisfaction, pain and pleasure.’ The nearer 
she is to the child, the more convincingly will both roles be thrust 
on her. Paradoxically enough, the most devoted mother may 
become in this way for the child the most rejecting one. 

Actually, we should have been prepared for this result through 
earlier observations concerning the role given to the father in the 
oedipus complex of the boy. ‘lhere, too, the gentlest and most 
well-meaning fathers find themselves distorted in the boys’ conscious 
and unconscious fantasies, until they take on the aspect of monsters 
and ogres—frightening, terrifying, castrating figures. Analysis 
has shown that the father assumes this aspect for the child as the 
representative of the culture in which incest with the mother is 
forbidden. He is no more nor less than a symbol of the moral 
code. I believe we can say that any infant's mother, for all her 
reality aspects, is a symbol too. In appraising the circumstances, 
we, the observers, must not share the infant’s delusion. We must 
guard against the error of confusing the inevitably frustrating 
aspects of extrauterine life with the rejecting actions or attitudes 
of the individual mothers. 


10 See, in this connection, Melanie Klein’s concept of the “good” and the 
“bad” mother, in The Psycho-Analysis of Children, The Hogarth Press, London, 


1982 (4th ed., 1950). 
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This inquiry into the concept of the rejecting mother has not been 
undertaken with the aim of discouraging the welfare worker. On 
the contrary, discrimination between fantasy and reality factors, 
between attitudes of wilful neglect and unescapable fateful situa- 
tions, seems to me of the first importance in clearing the way for 
increasingly successful action in the puzzling, delicate, and difficult 
situations which are met in the clinical field and in the field of case- 
work. 
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THE PSYCHOLOGICAL ROLE OF THE 
FATHER IN THE FAMILY 


O. Spurgeon English 





THE PSYCHOLOGICAL ROLE of the father in our society has been 
hard to grasp. Just as his social role has been continuously 
changing, so his psychological role assumes new forms as customs, 
beliefs, thoughts, and knowledge change. 

Traditionally, Father has been looked upon as the breadwinner. 
In times past, so much of his time and energy was used in this 
role that at home he was thought of as taciturn and stern, albeit 
kind. He was respected but feared by his children who never 
learned to know him very well. He accepted the fact that he 
earned the money and Mother cared for the home and raised 
the children. A stereotype of the Victorian days was the father 
who was supposed to be very busy and very successful, indulging 
his children in many things in order to compensate for the fact 
that he really was not very interested in them at all and preferred 
the company of older people. 

The more modern picture of Father is that of the enthusiastic 
young man barely out of his teens, interested in his wife and 
children, who likes his home and likes to work around it. He 
enjoys helping his wife with household duties and with the 
routine care of the children. He even likes to take care of them for 
an evening if his wife needs or wants to go out by herself! We 
should like to believe that fathers like this are replacing the 
older types. But facts seem to show that modern fathers do not 
really understand their role much better than their predecessors 
did. The purpose of this paper is to indicate why Father has 
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such an important role to play in the life of his growing young 
boy or girl and to emphasize that his role in the family has many 
facets—he must be husband, father, member of the workaday 
world, teacher, mentor, and hero. The how, when, and where of 
his activities will make themselves more evident if the importance 
of these roles is made clear. 


The Changing Culture 


A great change has occurred in-this country in the direction 
of urbanization. According to statistics compiled in 1951, “In 
1790, 19 out of every 20 Americans were rural residents; the United 
States was largely a nation of farmers. At present, only seven out 
of every 20 Americans live in rural areas, and, of those, less than 
half are farm residents. Instead of one out of 20, now 13 out 
of every 20 Americans are city folk. About half of them live 
in communities of at least 100,000 inhabitants, and the rest in 
places with populations ranging from 2,500 to 100,000.” 4 

These figures carry with them many implications as far as the 
role of the father in the family is concerned. In the past, not 
only were many of these rural families farm families, where the 
children worked much of the time beside their parents, but in 
many instances Father lived near his work, was home for the 
mid-day meal and did not spend an hour or more each morning 
and evening in traveling to and from his work. These circum- 
stances made Father more of a tangible, living entity in the home. 
At least he had more time to be with his children and they to be 
with him. He did not have to plan to be with his family; he was 
just always there. He may not have been actually aware of the 
“acting out” of his parental role, but his children saw him at his 
work and even helped him with it. They saw him with his friends, 
his neighbors, and business acquaintances. He communicated his 
philosophy and opinions of life in the ordinary course of living. 
They saw male friendliness, kindness, and justice in actual opera- 
tion. They formed a definite image of how a father should behave. 
Moreover, in the rural areas of twenty-five or more years ago, 
entertainment was scarce and what there was of it was likely to 


1 Louis I. Dublin and Mortimer Spiegelman, The Facts of Life: From Birth 
to Death, Macmillan Company, New York, 1951. 
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be of the “home-made” type in which the child was more often a 
participant than merely an onlooker. The church, the school- 
house, and the grange hall were centers that encouraged cohesive 
relationships. Leisure-time activities were a group affair with 
Father serving as leader. He was a positive (even though stern) 
influence in shaping his children’s personalities. He knew his 
family as people, as individuals with their limitations, accomplish- 
ments, needs, and abilities. 

Modern urban life has changed this. Today members of a 
family may sit together in front of a television set or at an out- 
door movie but they are not actively communicating with each 
other. They are not getting close to each other; instead, they 
are losing touch. They are communicating with an image on the 
screen rather than with someone real—and there is a great 
difference in what results. What a child shares with his father 
could be more conducive to security and to sound, practical 
knowledge of people than all that cinema and television combined 
can give. E. E. Cummings says it this way: “Why (you ask) should 
anyone want to be here, when (simply by pressing a button) 
anyone can be in fifty places at once? How could anyone want 
to be now, when anyone can go whening all over creation at the 
twist of a knob? . . . As for being yourself—why on earth should 
you be yourself; when instead of being yourself you can be a 
hundred, or a thousand, or a hundred thousand, other people? The 
very thought of being one’s self in an epoch of interchangeable 
selves must appear supremely ridiculous.” ? 

It would seem then that our changing culture has tended to 
fragment family life. An increasing number of diversions for 
both adults and children cuts down the time a family spends 
together. Movies, adult classes, an educational trip, television— 
each has its inherent value in developing personality, yet each 
tends to isolate and divide the individuals within the family. 

These cultural changes and this fragmentation of family life, 
coupled with modern knowledge of the personality needs of grow- 
ing children, should indicate quite clearly that parents of today 
must compensate for some of these social changes by an enhanced 
quality and quantity of interest in their children. And Father, 


2i, six non-lectures, Harvard University Press, Cambridge, Mass., 1953. 
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who for one reason or another has defaulted in his role as parent, 
must enter the picture again to give his children help with the 
many emotional and psychological problems of growth. 

This means more intensive parental participation in order to 
neutralize the effects of these influences; this means also that Father 
must work more intensively and co-operatively with his family. 
Not only must he replace some of this impersonal kind of enter- 
tainment which has diverted the child from participating in the 
“business of living” that characterized family life in the past, but 
he must augment and strengthen the pattern of family life as a 
whole. 


The Father as Husband 


One might well ask at this point—“But what is unique in the 
role of Father in the family? What does he do that is over and 
above complementing or supplementing Mother's role? He can 
provide an extra pair of hands but would not any good maid be 
of far more practical value?” 

Life and personality development are composed of more than 
kind treatment, a full stomach, and diversion, important though 
these things may be. There are some facets of personality that 
grow and develop only in a home where there is a father playing 
his various roles in a mature way. When he is a genial participant 
in family life, he serves to introduce these elements more surely 
into the life of the growing child. 

We live in a world of two sexes, with the man and woman 
performing certain unique functions, some of which are mutually 
complementary and others mutually exclusive. The mature mother, 
for instance, is warm, tender, affectionate, and attuned to the 
basic needs of her infant. She understands his rhythms of eating, 
sleeping, playing, and eliminating, as well as his emotional needs 
for touch, fondling, and companionship. It is probably within 
the potentialities of male psychology to perform these functions 
also, just as it has been possible for woman to enter the realm 
of man’s activities. But the fact that anatomically and physio- 
logically man does not function in such a way as to bring him 
into close contact with the infant has prevented him from even 
having been tested out in these areas. Moreover, it seems unlikely 
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that he ever will perform these womanly duties in rearing the 
young. Just as the mother is anatomically and physiologically 
adapted to coming into close contact with the young from birth— 
and before—so it is logical that she have the psychological equip- 
ment to use her talents for giving loving, tender care in the 
difficult human task of getting the physiological rhythm of the 
infant’s body regulated. Freud’s contribution in this area has 
been invaluable, and it is quite generally accepted that a warm, 
friendly, accepting psychological climate is necessary in order to 
promote physiological health and freedom from psychosomatic 
illness. It is not so well understood that this climate is necessary 
for a healthy emotional feeling tone which will lay a firm founda- 
tion in the infant for happiness, a sense of well-being, and con- 
fidence or “mind strength.” 

In order for the mother to accomplish these things properly 
and consistently there are certain contributions that a father should 
make. In this role he may not seem to be directly “fathering” 
his children—yet actually he is doing so. His strength and power 
are passing through the mother to the child or children. He is 
keeping her in the mood for her job by consistently providing 
material comfort for her through his labor. He gives her security 
and freedom from anxiety about food, clothing, and shelter. 
Further, he shows an interest in her activity, her creativeness, her 
work, and her needs, both emotional and physical. He “loves” 
her in that he satisfies her, stimulates her, comforts her, and assists 
her in the realization of her personality. This he does uniquely, 
as a male, in the fulfilment of his role in society. A maid, a sister, 
a friend, or a mother can perform these duties only partially, and it 
is neither socially acceptable nor biologically consistent for them 
to be done by a person other than the father of her child. 

Since the pattern of society is heterosexual, a woman, if she is 
normal, can accomplish a more complete emotional fulfilment and 
wholesome personality growth through the father of her child 
than from any other source. A woman is so dependent upon 
“psychological sets” in her personality that even if persons other 
than her husband could fulfil as much as 90 per cent of her needs, 
she would reject them as inappropriate sources. 
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The Father as Parent 


So much for the father’s psychological role as it functions through 
the mother toward the infant in the early days and weeks of life. 
Father must, in addition, play his own psychological role with 
his child. He should prepare himself to teach, mold, influence, 
inspire, and develop his child so that the child may become a 
mentally healthy, good citizen who will be able to love and be 
loved, to enjoy life and be creative. By showing interest early in 
the life of the infant he awakens a corresponding interest in the 
infant toward him. In the beginning this may be only a small 
awareness, but it is an important one. Boys and girls develop their 
earliest and most decisive ideas about masculinity from their 
fathers. It is Father who evokes a process in his child which might 
be called “animating the mind” toward the male sex. If he delays 
showing enthusiasm and interest in his child too long, it becomes 
harder to create a “depth” of relationship with him which will 
make it easy for the child to grow in a healthy and happy manner. 

As the child moves out of infancy it is essential for Father to 
continue to show interest and thereby make his boy or girl feel 
important. It is not enough for Mother alone to try to create this 
feeling of importance; Father needs to join her in this. One of the 
commonest lacks in the human personality is a feeling of worth, 
of what might be called confidence or self-respect. Scarcely any 
child develops enough of this commodity and both Mother and 
Father should do more to ensure its presence. Just as Mother 
helps, Father, too, can help with his child’s small problems. 
Dressing and undressing, helping with toys, teaching adeptness with 
objects around the home or in the yard are pertinent examples. 

Let it be clearly emphasized that it is most important for Father 
to play the same role in the life of his daughter that he does 
in the life of his son. In some families there seems to be an 
unwritten agreement that Father shall avoid the domain of the 
females. The tacit assumption seems to be that the girls belong 
to Mother and that if Father has any time at all he will give it 
to the boys; nothing need be expected of him in relation to his 
daughter or daughters. Few adult women feel real closeness and 
comfort and understanding in their relations with men. One of 
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the reasons for this is that an opportunity to develop these feelings 
was just not given to them early enough in life. Consequently, 
it is important to remember that the emotional development of 
girls calls for just as much interest, attention, and concern on 
the part of the fathers as is given to boys. 

All children between the ages of 3 and 7 have the problem of 
learning the difference between masculine and feminine traits and 
patterns, and of incorporating them into their own personalitics. 
It is in this phase of development that the oedipus complex is 
usually solved. Although many people question its validity, astute 
observers notice that a real problem exists here in learning to 
love and learning to relate oneself to the parent of the opposite 
sex. Until this phase arrives, a boy, for instance, has usually 
received a great deal of attention from his mother and many of 
his needs have been met by her. He now begins to view his 
father as a rival for his mother’s affection. He shows this in a 
variety of ways such as being fretful, antagonistic, moody, unhappy, 
critical of his father, or, perhaps, unusually aloof. Father needs to 
understand the conflict the child is going through and must exer- 
cise patience. He should foster his son’s identification with him- 
self in a friendly manner and try to draw him into masculine 
interests both within the home and without. The solution of 
the oedipus complex for the boy is a gradual “giving up” of his 
mother and an acceptance of and desire to be like his father. This 
is made easier when the father becomes someone that his son 
would like to emulate. To misunderstand, to scold, or to criticize 
the child tends to slow up or interfere with the normal psycho- 
logical growth processes. 

By the same token a girl can learn to understand the pattern 
of life and can see that the attention of men brings with it prestige 
and pleasure. She, too, during the oedipal phase, has a sense of 
rivalry, this time with her mother, which makes her vie for her 
father’s attention, wanting him exclusively for her own. She 
feels jealous of her mother and often acts in an antagonistic and 
hostile fashion toward her. She will talk about marrying her 
father when she grows up. To some this sounds like accidental 
childish prattle, but to others it has considerable psychological 
significance. We believe that solving the oedipus complex is an 
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important and profound psychological experience which requires 
wisdom, tact, and understanding on the part of fathers as well as 
mothers, in order to have it run a satisfactory course. The oedipus 
complex is, of course, not a new phenomenon. For centuries, 
friendly and intuitive parents have seen it in action, have under- 
stood it and have helped their children through it without giving 
it any name or thinking about it in an unusual way except as 
a normal growth process. 

It is important to emphasize again that children learn to love 
when quite young. Mature love and social harmony develop 
only if both sexes are taught how to love. Consequently, Father, 
as well as Mother, must be a participant in the child’s develop- 
ment. If he does not understand his role or retreats from it, he 
then makes development all the more difficult or forces some kind 
of repression and immaturity. He should permit his son to love 
his mother but want the youngster to join him in masculine 
interests as well. He should help his daughter to know and enjoy 
men, setting himself as the first example. 


The Father as Counselor 


Father can be of great help with the grade school child during 
the time when the child, whether boy or girl, feels unsure of 
himself, and when he must, to a large extent, be under the direction 
of women. A child can easily develop resentment at the imposed 
learning process when he is surrounded by women almost to the 
exclusion of men. What with Mother at home and the female 
teacher at school—both eager for him to learn and progress— 
it is easy to see how he can feel smothered by women. Boys in 
the lower grades are afraid of being “sissy” and any innate lack 
of grace or docility is often implemented by an inhibition or even 
refusal to accept the female orientation of the teacher as to what 
constitutes acceptable behavior or performance. Here Father can 
help, explain, encourage, approve, teach various skills, and share 
in a host of activities that will help popularize the learning process 
which the female teacher is trying to accomplish. He can attend 
Cub Scout meetings. He can help with the chauffeuring of the 
children to school events if this is the customary way of trans- 
portation. He can take an interest in his child’s friends and share 
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some experiences with them. He can approve educational activities. 
He can help to see that work gets done. He can set little tasks 
about the home and make sure they are completed. He can inquire 
whether homework is done—listen to reading and spelling if 
necessary and give approval and at times a reward when diligence 
brings results. This interest helps to make work a pleasure rather 
than a drudgery and makes co-operative effort easier for the child 
all his life. 

Fathers are often less well acquainted with educational pro- 
cedures than mothers. In line with the dictum that people are 
generally critical of the things they do not know about, the 
uninformed father, rather than admit his ignorance, is often nega- 
tive in his attitudes toward modern education. Think of the father, 
for example, who utters disapproval of classes in art, dancing, or 
dramatics without first trying to understand their value; and think 
of how a child is handicapped in participating by his father’s 
attitude that these things are for sissies and are based on women’s 
whims. It has been suggested that the increased number of 
boys in special classes for retarded children is due in large measure 
to such conflicts in the young male. 

Grade school children have a good deal of free-floating aggres- 
sion and their sense of justice and fair play is in a somewhat 
rudimentary form and needs direction and strengthening. Father 
should talk to the child of this age about future plans and grown-up 
activities in order to bring to him an awareness of the various 
activities, values, and drama of the world outside the home. 

Somewhere in the growing-up process, Father can and should 
help his child get acquainted with his sexual self. Father carries 
equal responsibility with Mother in answering questions or giving 
information. It is not suggested that there is a specific time for 
Father to take an interest in this subject of sex. Sexual activity 
begins in infancy and questions play a continuous part in the 
child’s growth. Sex should be discussed freely and questions 
answered when and as often as a child asks them. It is important 
to remember that the term “psychosexual development” implies 
that sexuality runs through all of a child’s development. The 
time to be aware of it and to help the child with it is all the 
time. 
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During puberty and adolescence the growing child of both sexes 
is beset with insecurity, uncertainty, inadequate self-esteem, ques- 
tions about the life around him, problems of ethics, as well as 
thoughts for the future. Father should be ready to give counsel 
about choice of a vocation and to stimulate as many interests in 
the outside world as the youngster can comprehend and make use 
of. Too much stress cannot be laid upon the fact that the growing 
male child needs plenty of opportunity (provided by his father) 
to identify with a male. Life is long and hard and full of deci- 
sions, and it is important for a young man to feel confidence in 
himself—a confidence that he gains through the continuous, 
friendly, interested contact with his father. A girl, if she has a 
good relation with her mother, will of course tend to identify 
with her—and needs to do so. Father, however, can, through his 
interest in her, make it easier for her to be at ease with members 
of the opposite sex and to learn co-operation with them. Father 
will need to have had a good relation with his daughter during 
puberty and adolescence to be able to relinquish her to her male 
contemporaries—a psychological role, incidentally, which fathers 
have not handled too well in the past. The doting father is prone 
to feel that no boy is good enough for his daughter. The father 
who has never enjoyed his daughter’s companionship may resent 
anyone else’s doing so and, unless he has been close to and had 
a friendly and trusting relationship with her, he may be over- 
strict and prevent her from having the wholesome experiences of 
adolescence which lead to maturation. 

A father can further guide his children during adolescence in 
vocational choice, and he can make them aware that responsibilities 
await them in a world for which they need to be well prepared 
with a strong personality, as well as with whatever special training 
will be required for the fulfilment of their vocational aims. 

So, it can be seen that personality development is a complicated 
affair into which elements from both sexes must enter in order to 
give the greatest strength and greatest understanding, the most 
wisdom and versatility. The world is demanding more and more 
of people. Since it is a world that is socially and biologically de- 
pendent upon the two sexes, both sexes must play their roles in 
accordance with both traditional and modern demands in order 
that the growing child may see how this is done. He must get the 
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feel of it from the home, in which the mother is made free by the 
father to play her role and where the father demonstrates a clear 
picture of the best in masculine traits. Father’s ways of loving 
his children and helping them to grow may not seem so very differ- 
ent from those of the mother. For instance, Mother cooks things 
the child likes to eat, darns his socks, and nurses him when ill. 
Father, too, shows his love by working for the family, fixing a 
broken toy, or bringing home to the dinner table an interesting 
story from the outside world. They both teach such things as 
fair play and responsibility. Yet, the father does have his own 
role to play; it differs in many ways from that of the mother. And 
while he plays his role he dresses differently, his voice sounds differ- 
ent, his body contour is different, and his ways of looking at things 
are different. 

It would be unfair to say he is a “symbol” in one sense of the 
word. He is not merely symbolic since he is very human and real. 
Nevertheless, he does play a unique part in nature’s plan for 
reproducing the young and helping them to grow up. The Ameri- 
can father cannot afford to be a nonentity in the family. He 
cannot leave child rearing so much to the women of our nation. 
Such a division of labor is likely to produce lopsided personalities. 


Variants of the Father's Role 


Because Father’s role in the family now seems to be pointed 
toward a more co-operative, socially integrated pattern, it is hard 
to formulate. We still lack the proper terms to define our accept- 
ance of what seems to be his more passive, flexible role. It is all 
right for Father to enjoy more tender feelings toward his children, 
but how do we express this? How do we compensate for our old 
ideas of masculine ruggedness and aggressiveness and substitute 
new concepts of tenderness which will not be considered feminine 
or oversoft? Perhaps we just lack the names for these changed 
relationships. Or perhaps there are too few words that can con- 
vey the meaning of these new roles. We are almost tempted to say 
that Father is not doing a better job in child rearing because we 
lack the ability to formulate his significance specifically. When 
we can realize and define the importance of his role we shall soon 
have concepts and words for the needs of the child and for the 
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feelings of the father who responds to them. If we were to try 
we might suggest the following as being variants of the father’s role: 


Companion and inspiration for the mother; 

. Awakener of the emotional potentials of his child; 

. Beloved friend and teacher to his child; 

Ego ideal for masculine love, ethics, and morality; 
Model for social and vocational behavior; 

. Stabilizing influence for solution of oedipus complex; 
. Protector, mentor, and hero for grade school child; 

. Counselor and friend for the adolescent. 


On m oP OOD = 


This effort to define the psychological role of the father brings 
up certain questions for future investigation. So far in the study 
of the psychodynamics of mental disease we have described the 
pathological factors under the name of environment, family, and 
parents and we have talked of rejecting mothers and stern fathers. 
Little effort has been made to quantitate the role of the father 
psychologically in the following ways: 


1. How much of the psychopathology in a given case has been 
due to the absence of the father? 

2. How much of the psychopathology in a given case has been 
due to the indifference of the father to the mother even though 
he was devoted to the child? 

3. How much of the psychopathology has been due to the favor- 
itism of the father for a certain child in the family? 

4. How much of the psychopathology of a delinquent child can 
be shown to be due to the indifference or unwise management by 
the father of the child himself? 


Since the mother plays such a large role during feeding and 
toilet training, she undoubtedly is a crucial factor in producing 
some of the health or psychopathology of that period. But, as we 
hope we have shown, the father’s influence is definitely not absent 
even then, and he plays an increasing role as time goes on. If a 
mother, for instance, is sufficiently orally depriving to produce 
alcoholism or schizophrenia in her progeny, could the father, if 
he knew enough, prevent this catastrophe, or could he mitigate 
its severity, and if so how would he go about it? These areas of 
family living need some good research work, utilizing the psychia- 
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trist, social worker, and psychologist. Such quantitation of the 
father’s role in abetting the production of illness may indicate how 
much more seriously the American father must take his role in 
family life. 

Much has been said about the role of the mother in producing 
greatness in the human personality but very little has been said 
about the role of the father. The men of this nation have made 
excellent use of the natural resources of their country. They have 
taken the coal, the oil, the metal, the wood and have accomplished 
amazing things. They have paid less attention to human resources. 
The time has long since arrived when they should take more in- 
terest in their offspring and participate more actively in their per- 
sonality development. Father is a definite entity psychologically 
as well as in reality. He should be more conscious of what his role 
is and play it with greater pleasure and distinction. 
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THE CASEWORK PROCESS IN WORK 
WITH THE CHILD AND THE FAMILY 
IN THE CHILD'S OWN HOME 


Mary E. Rall 





THE WHOLENESS OF ITS CONCERN with people in distress stands 
as one of the distinctive attributes of the profession of social work. 
A steadfast regard for human rights and for the integrity of each 
individual, no matter in what relationship he stands to others, is 
a basic tenet in the practice of our profession. This principle— 
that we as social workers shall never exploit one person in the 
interests of another—is fundamental to the thesis of this paper. 
Thus, in the effective casework treatment of a child within his 
own family, each family member must be understood and treated 
as a person in his own right and in the light of his own needs. 

Of fundamental importance, also, is the conviction of the primary 
importance of family life and its interrelationships in the develop- 
ment of a child. This conviction carries with it the belief that 
the most effective way to help the disturbed and the unhappy child 
is through effective change in those aspects of family life and of 
parental attitudes and behavior which are responsible for his diff- 
culties. Placement of the child away from his own family is a 
radical remedy, to be undertaken only as a last resort. The validity 
of this position is in no way challenged, however, by recognition of 
our thesis that efforts to influence family life in the interests of 
the child must be based upon an understanding of the needs and 
strivings of each family member, especially of the parents, as well 


31 











CASEWORK PAPERS 





as upon an understanding of the value of the parents to the child 
in his development. 

Without this knowledge, we cannot intelligently determine what 
modifications of feelings, attitudes, and behavior are desirable for 
the sake of the child. Only with it can realistic treatment goals 
be established. We may be rightly convinced that it is essential 
to a child’s chance for psychological survival to bring about such 
changes as the resolution of a marital conflict in which he is the 
pawn, the acceptance by the mother of herself as a feminine per- 
son and the relinquishment of her hostility toward men, or the 
attainment of a more tolerant attitude on the part of the parents 
toward their own dependency needs. However, unless there lie 
within the parents themselves the motivation and the capacity to 
use help in these directions, the urgency of the child’s need and of 
our wish to help will avail little in the achievement of our casework 
goal. We know, for example, that in our casework planning with 
the unmarried mother we cannot effectively direct our efforts either 
toward her keeping the baby or toward placing him for adoption 
except as we take into account the nature of her own needs and 
wishes, the way she deals with them, and the emotional value of the 
child for her. In like manner, in our work with the damaged or 
neglected child, we cannot set for ourselves either the aim of help 
within the family or that of placement, without regard to the 
psychological and practical aspects of the total case situation. 

Our efforts to rectify the attitudes and the relationships within 
the family which are destructive for the child will be increasingly 
rewarded if, without preconceived ideas as to what is the best plan 
for help, we seek to understand and to relate to the motives that 
have brought the parents to our agency with their concern or 
complaints about their child. The end result of this may be the 
preservation and the strengthening of the family life for the bene- 
fit of the child as well as of its other members. On the other hand, 
it may also be that we shall decide to direct our casework activity 
toward the child’s placement. Should this come about, the ap- 
proach suggested may lessen the inevitable hurt of placement and 
assure the child the greatest possible chance to realize the gains 
for which separation from his family was brought about. The 
very fact that the decision to place him has been reached means 
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that the child already has experienced serious harm by reason of 
the negative value he has to his parents. With placement accom- 
plished he then must bear the additional burden of being the final 
proof of his parents’ failure as parents. If, however, his parents 
have a casework relationship, based upon an understanding of 
their own needs and of the meaning of the child for them, they 
can be helped to handle their reactions to the trauma the experi- 
ence holds in ways less painful to them. As this occurs, hostility 
toward the child will be lowered, and they will have less need to 
feel the placement as one further act committed against them by 
the child. 

This is not a question of whether it is the parent or the child 
who should be treated. Rather it is an assertion that, in the 
interests of the child, we must never relate to a parent as an ad- 
junct to the child’s treatment, except in so far as the parent's 
capacity and motivation for help place him in that role. Paren- 
thetically, we may note that the reverse holds true also. Often a 
worker’s failures in the casework treatment of a child spring from 
the worker’s emotional need, usually unrecognized, to identify 
himself with a parent against the child. In either instance, inevi- 
tably the worker’s feeling carries through to parent and child, 
although his activity and his words may seem to belie it. 

I wish to examine in this paper some of the implications of this 
casework principle for our practice. Casework help for a child in 
his own home can be effective only as the needs of those upon 
whom he is emotionally dependent and for whom he has emotional 
values are understood and appropriately met. It need hardly be 
added that this principle holds true irrespective of whether or not 
placement of the child becomes one of the eventual goals of treat- 
ment, since the decision to place, in itself, can be soundly arrived 
at only through adherence to this principle. 


Casework Relationship with Parents 


The discussion that follows deals with essentially generic case- 
work concepts familiar to us all. The commonness or everyday 
frequency of their application does not, however, mean that our 
use of them is unerring. As is true of any concepts of basic signifi- 
cance for our professional practice, we never fully comprehend 
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their precise meaning. We can, however, grow in our appreciation 
and skilful use of them as from time to time we re-evaluate their 
application in concrete instances of help we have offered to a 
particular child and to his parents. 

Essential to the practical application of this thesis must be the 
establishment with the parents of a casework relationship that 
makes possible the effective exploration of the case, one that will 
permit us to arrive at a sound diagnosis of the nature of the child’s 
difficulties, the factors that are creating them, and the meaning of 
the child and his problems to his parents. This must be done if 
we are to find out what needs to be known to withstand prema- 
ture and precipitous entrance upon some unevaluated course of 
action under pressure, in order to keep our contact with the family 
or in an effort to give immediate relief to a situation that is dis- 
tressing for the worker as well as for the family and child. Since a 
primary factor in such an exploration is the ability of the worker 
to sense and to relate soundly to the motive that brings the parent 
to the agency and forms the source of his incentive to use help, 
this relationship is vital to the accomplishment of treatment. 

The case of Charles W shows how the worker’s correct appraisal 
of the parents’ essentially narcissistic motives in seeking help for 
Charles made possible the establishment of a relationship with 
them, albeit limited, in which they were able to release Charles 
emotionally to use the worker for direct help. When a school 
placement was eventually decided for him, they could participate 
in carrying out this placement in a manner that held positive values 
for Charles and for themselves, and which contributed much to 
Charles’ subsequent constructive experience at the school. 

Charles, a very intelligent 1314-year-old boy, appearing physi- 
cally much older than his years, was referred to the family agency 
by a pediatrician to whom his parents had taken him on the 
advice of a school psychologist in an unsuccessful effort to find 
a physical basis for his difficulties. His problems included truancy, 
a defiant and rebellious attitude toward school staff and refusal 
to do academic work, a hostile attitude toward his peers, periods 
of two to three days away from home, association with 18-year-olds 
involved in semi-delinquent behavior, and refusal to accept paren- 
tal discipline. 
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The referral letter contained information to the effect that 
Charles’ supervision until he was 9 years of age had been largely 
under first, a grandmother, and then a high school girl, since both 
his mother and father were employed. It also stated that there 
had been a series of unsuccessful day- and boarding-school place- 
ments, and that currently his father had reported Charles to the 
juvenile court as incorrigible. 

Initial interviews with the parents revealed that Charles’ poor 
performance academically and otherwise at school was for them 
the most disturbing area of his behavior; that both felt that 
Charles’ behavior was too much for them to cope with, a fact 
borne out by their continued efforts to try school placement; and 
that this behavior had threatened their adequacy as parents and 
their status in the community. They were also, as indicated by 
the father’s recent complaint to the juvenile court, “fed up” at 
the point of referral to the agency and under great pressure to 
carry out their threat of “reform school,” in the fear that some 
delinquent act by the boy would involve publicity. 

Thus, a major problem faced the worker at the outset. On the 
one hand, there was the need to prevent another, inevitably dis- 
astrous, placement. On the other hand, it was necessary to afford 
the parents sufficient relief from the emotional stress they were 
under, so that an understanding of what lay back of the essentially 
self-destructive and potentially delinquent nature of the boy's be- 
havior could be secured through contact with him as well as from 
other sources, in order that a sound treatment plan could be made. 
The worker accomplished this primarily by taking over for the 
parents, to a very large extent, the responsibility for making plans 
for and with Charles about his school program as well as in other 
practical matters. At the same time the worker engaged their 
participation in the planning to the extent that they could do so 
successfully in their own eyes and positively in Charles’. The prin- 
cipal activity from the outset in this case was with Charles, and 
the worker, with skill and sensitivity, won Charles’ trust in him 
at an early point. At the same time, however, the parents were 
consulted, usually by telephone and of course with Charles’ knowl- 
edge and consent, at those points where decisions involving their 
consent had to be made. They could contribute most easily, from 
the standpoint of their own emotional capacity, in the material 
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area. As they were called upon to do this, they experienced from 
the very act, as well as from the manner in which the worker ap- 
proached them, a sense of achievement as good parents, which was 
reflected positively in their acceptance of the worker’s relationship 
to the boy. 

Aside from the not negligible fact that “the patient recovered,” 
striking confirmation of the accuracy of the worker’s sense of the 
basis upon which the parents sought and could use help, and the 
soundness of his relationship to them, was Charles’ eventual ac- 
ceptance of and desire for a boarding-school placement. This 
occurred one and a half years after the referral, when it became 
apparent to Charles, as well as to the worker, that there were 
factors in the home situation, among them the constant quarreling 
between his parents, which neither he nor the worker could con- 
trol and which interfered with his continued development. Previ- 
ously he had always looked upon placement as evidence of his 
parents’ wish to be rid of him, and of his own badness and in- 
feriority; now he was able to experience it as a sign of their posi- 
tive concern and of his own capacity for growth and for worth- 
while achievement. 

In general, the handling of this case may be contrasted with 
those cases in which the worker, under pressure of his own aware- 
ness of the causal relationship between the parents’ personal 
problems and their handling of the child, focuses upon them as 
the “sick” members of the family and prematurely attempts to 
engage them in an exploration of their symptoms. As a result 
their defenses are heightened, including their need to project 
elsewhere the responsibility for their child’s difficulties. The worker 
must also never forget that even if the parents give verbal consent 
to their child’s receiving direct help, they may effectively sabotage 
his treatment. This will occur if his symptoms are unconsciously 
and deeply satisfying to their own neurotic needs and if the par- 
ents are not motivated toward help for themselves or if none is 
available for them. 

The primary responsibility for Charles’ seriously disturbed be- 
havior lay in his father’s rigid, passive character and his intense 
feelings of inadequacy as a father and a husband; in his mother’s 
immaturity and need to push Charles emotionally and intellectu- 
ally beyond his capacity; and in the poor marital relationship. 
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The worker, however, wisely kept the focus with Mr. and Mrs. W 
on Charles’ school adjustment, an area where their genuine co- 
operation could be enlisted, while at no time did he attempt to 
help them understand and accept the very damaging nature of 
their relationship to Charles, which sprang out of their own neurotic 
conflicts and inadequacies. 


Understanding Parental Needs 


The converse of this facet of the thesis is equally true and is 
likewise sometimes violated; namely, the nature of the parents’ 
own problems and wish for help for themselves may preclude 
direct consideration with them of their children’s problems and 
needs. Mr. and Mrs. R, for example, reacted with anger and 
childlike behavior to the frustration experienced as each failed 
to meet the other’s need for a warm, supporting parent. Conflict 
between them was open and violent. Despite the awareness of 
the parents’ workers of the damaging effect of the parents’ behavior 
on their children, there was no attempt to introduce this into their 
interviews. The workers rightly recognized that, when parents 
are so needful, if they sense that the worker is neglecting their in- 
terests out of concern for their child, movement in their treatment 
is blocked, and a disservice is thereby rendered to the child. As 
Dr. Maurice Levine writes, in relation to treatment of parents, 
“To have therapy of one’s own, like ‘a room of one’s own,’ can 
satisfy deep needs and can provide a basis for improvement which 
then can be reflected in a more productive relationship with the 
child.” 1 

These considerations also have a very important bearing on the 
handling of cases in which both parent and child are receiving 
direct help for their own problems from separate workers. Situa- 
tions may arise in which participation of the parent must be en- 
listed in connection with the child’s treatment; for example, matters 
such as a child’s allowance, parental permission to engage in some 
activity, possible changes in the child’s program at home or at 
school, and so on, which are important to what the caseworker 
is trying to achieve with the child. In these instances, the child's 


1 Franz Alexander, M.D., and Helen Ross (eds.), Dynamic Psychiatry, University 
of Chicago Press, Chicago, 1952, p. 348. 
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worker must be the one to intercede with the parent in the child’s 
behalf, to present matter-of-factly the need for an allowance, for 
a change of interviewing time, and so on. It is of crucial impor- 
tance that the role of the parent’s worker continue unmodified. 
As the parent brings to his worker whatever upsetting feelings this 
request has aroused, he still remains the center of his worker's con- 
cern and interest. The material he is bringing, although provoked 
by the child’s worker in the interests of the child, can nevertheless 
be utilized in furthering the fulfilment of the parent’s own needs. 

The J case furnishes a clear illustration of the decisive import of 
what we have been discussing. In this situation there was over- 
whelming evidence to indicate that a 3-year-old boy’s chance to 
grow up normally and happily was dependent upon his being 
released by his mother for adoption. Mike, one of three siblings, 
was a legitimate child placed in infancy with his paternal step- 
grandmother and his grandfather who lived in another state. It 
was during a brief period when Mike was between the ages of 18 
and 20 months, and was living with his own parents, that his mother, 
Mrs. J, was referred to the family agency by the children’s agency 
to which she had turned for help in placing Mike, after an episode 
in which she had beaten him so severely that neighbors had called 
the police. The caseworker immediately, and rightly, moved to 
return Mike to his grandparents’ home, an arrangement that his 
mother made clear she wanted for a limited time. 

The worker gained an understanding of Mrs. J through a con- 
tinuing close contact with her in which the focus was first upon 
her marriage and then on her extremely conflicted feelings about 
her children. It was clear that her excessively destructive relation- 
ship to Mike, as well as to his sisters, could not be modified. 
Furthermore, investigation of the grandparents’ home and con- 
tinued contact with them by the public child welfare agency of 
their state revealed that they were providing the youngster with 
a home in which he was thriving and would continue to thrive 
psychologically and physically. The grandparents, extremely fear- 
ful that the mother might remove him at any time, were intent 
upon adopting him, and for the child’s own security this was seen 
to be of paramount importance. The adoption became possible, 
however, only as understanding was gained of the meaning of 
Mike, as well as the other children, to his mother. The third 
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worker on the case, who was free from, or able to handle, any emo- 
tional pressure within herself to bring about Mrs. J’s release of 
the child for adoption, was able to accomplish this goal through 
her utilization of such understanding in her relationship with 
Mrs. J. The father never opposed the adoption. 

I should like to present first the understanding of the emotional 
values Mike held for his mother, and of the central nature of her 
conflict, confirmed in psychiatric consultation; and then to give 
brief examples of how this understanding was used by two succes- 
sive workers. The worker who had first seen Mrs. J and had helped 
arrange Mike’s return to his grandparents left the agency soon after 
this had been accomplished. A second worker followed, and then 
a third who had had many more years of experience than her 
predecessor. 

The record states: 

In consultation it was noted that Mrs. J’s outbreak against Mike occurred 
in relation to his retardation in bowel and bladder control. That her reac- 
tion to his “slowness” was one of hurt pride and hostility became evident 
as we learned that she had taken this child back in a state of hurt and 
resentment when his grandparents suggested adopting him. It was as if she 
felt that the grandparents’ wish to adopt Mike was an accusation that she, 
Mrs. J, was unfit and “crazy,” and as if relinquishing the child would be an 
admission that their evaluation of her was correct. Her inability to cope with 
Mike after she took him and her final outbreak of hostility also seemed to 
mean to her that the relatives were right in charging her with inadequacy. 


What use was made of this understanding by the second worker? 
Mrs. J expressed great anger to this worker over not hearing from 
Laura, the paternal step-grandmother. The worker recorded that 
she firmly raised the issue of adoption, outlining for Mrs. J the 
grandmother’s needs in order to explain the grandmother's silence. 
Mrs. J’s response was to talk about plans to visit the grandmother 
unannounced, hoping to “catch her unprepared.” The worker 
pointed out that this would get things off to a bad start and asked 
Mrs. J how she would feel if caught unprepared. The reply of 
this woman, so highly sensitive to criticism, was to be anticipated: 
“I am never unprepared.” On another occasion, again oblivious 
to Mrs. J’s excessive pride, the worker assured her that she could 
understand her feelings of hurt and rivalry with the grandmother 
and that Mrs. J “naturally found it difficult to accept the fact that 
the grandmother could handle Mike better than she.” 
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When this worker shortly afterward left the agency, she recorded 
in her transfer summary her opinion that Mrs. J would never give 
her consent to the grandmother’s adopting Mike and that a visit 
to the grandparents should probably be requested to see how much 
longer they would be willing to keep him. 

Now let us look at the use the third worker made of this same 
diagnostic evaluation of Mrs. J’s needs in relation to Mike. In 
the first place she let Mrs. J know that it was not necessary or 
possible to love every child, especially one born under very difh- 
cult circumstances as Mike had been. She also explained that being 
a good parent can mean making a good plan for one’s child, what- 
ever the plan may be. She recognized Mrs. J’s hurt pride when 
Mike failed to live up to her expectations. When Mrs. J stated 
that she believed the grandmother wanted to adopt Mike to “get 
even” with Mrs. J, the worker suggested that the grandmother 
wanted this because she had strong maternal feelings and wanted 
and needed a child; yet, unlike Mrs. J, the grandmother had been 
unable to have one. Following this there was a discussion between 
the worker and Mrs. J of the practical pros and cons of adoption. 
Mrs. J commented that the worker “sure had a nice way of putting 
things” and expressed her feeling that the former worker had 
wanted to take her child from her. 


Deciding When Service Cannot Be Given 


In each of these cases the worker’s understanding of the motives 
and needs of the parents enabled her to offer a possible plan for 
help whereby the child’s well-being and growth might be fostered. 
This does not always happen. Many sound reasons can be ad- 
vanced for an early determination by an agency that its particular 
services cannot be utilized constructively by the applicant for help. 
Among these reasons is the imperative requirement these days to 
expend as wisely and productively as possible our limited resources 
of workers, time, money, and community support. There is an 
equally imperative charge upon us to arrive at such a decision 
early in cases where someone is involved who stands in a vulnerable 
relationship to the applicant, as does the child to his parents. In 
such a case the child does not possess either the strengths or the 
defenses to keep his ego intact should that relationship be damaged 
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or destroyed and none other be available to take its place. Some- 
times this means that we cannot accede to the parents’ initial re- 
quest that a worker engage in a continuing relationship with the 
child. This decision must be made when an exploration of the 
motives and intentions of the parents reveals that they have not 
the capacity to relinquish the child emotionally so that he may 
enter into a meaningful and vital relationship with another adult, 
nor to accept the resultant modification in the child’s adjustment 
and his feelings about himself and about his parents. 

Certainly a time comes in the adolescent's physical, social, and 
psychological development when, despite the parents’ lack of inter- 
est in, or even Opposition to, treatment, the adolescent may be 
accepted for help if he wishes to use our services. When such a 
decision is made, many factors must be considered; the discussion 
of these might well form the topic of another paper. We merely 
want to emphasize that there is no one rule to follow, that the 
adolescent’s total situation—age, economic and emotional depend- 
ence on his family, personality structure, nature of his problem, 
and so on—must be taken into account, and that he must be aware 
of the possible influence of his use of help upon the relationship 
with his family. We should like to cite two cases which were not 
accepted for service, despite the serious nature of the adolescent's 
symptoms and his ability to reach out, albeit ambivalently, for help. 
One case involved Edward, a 1314-year-old, whose parents were 
referred to the family agency because of the severe problems he 
presented at school. 

From the beginning Edward’s mother failed many appointments. 
When she did come, she seemed uninterested in his problems. She 
tried to give the impression that the family relationships were 
natural and comfortable and that whatever problems Edward pre- 
sented were due to the school’s failure to give him adequate train- 
ing and protection. The father appeared to be interested in con- 
structive planning and supervision for Edward, but seemed unable 
or unwilling to follow through with plans discussed and agreed 
upon. 

It became increasingly clear that the direct help the worker might 
be able to give Edward was of little value. His problems were 
obviously rooted in disturbed family relationships, which remained 
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unalterable because of the parents’ attitudes toward the home situa- 
tion and toward receiving help. After a period of several months 
it was evident that Edward was becoming increasingly upset. The 
decision was then made that the father should be informed that 
unless the parents were willing to participate in the treatment plan 
there was danger that Edward would either have a breakdown with 
subsequent commitment to a state hospital or get involved in seri- 
ous difficulty with the courts. The father expressed concern, but 
did not respond to the offer of further service. With the parents’ 
knowledge the school was informed of the termination of treatment 
and of the primary reason for this. 

The other case is that of a 1714-year-old boy, Emanuel, who ‘ 
initiated contact with the agency, expressing fear that something 
terrible would happen to him if he did not get help. He showed 
acute anxiety that his parents might find out he was seeking help, 
stating that his father in particular strongly opposed such a move. 
A confirming report was received from the child guidance clinic, 
where two years previously the boy and his parents had been re- 
ferred by the school. It also indicated the clinic’s impression that 
the boy needed and could use help. The contact had been brief, 
however, because of the father’s strong and unmodifiable opposi- 
tion. The symptoms about which Emanuel told the worker, as well 
as his manner in relating them, indicated clearly both his desperate 
need for psychiatric help and his almost complete lack of emancipa- 
tion in any area from his parents. Furthermore, it was a fact that 
no psychiatric clinic was available which would accept for treat- 
ment anyone under 18 years without parental consent. Thus there 
was but one thing to tell Emanuel—that the worker felt that he 
needed and could use help, but that this help, by reason of his 
age as well as his own feelings about getting help, could not be 
offered him until six months later when he became 18. The 
worker hoped that at that time he would get in touch with her 
and she would then help him, if he wished, to secure psychiatric 
treatment. 
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Conclusion 


This paper started with the reaffirmation of a cardinal principle 
of our profession—a belief in the intrinsic worth of every human 
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being. It was recognized that it inevitably follows that whatever 
the nature of the relationship between two or more persons— 
employer and employee, government official and citizen, teacher 
and student, caseworker and client—no participant in a relation- 
ship can ever be considered expendable in the sole interest of the 
other. Also intrinsic to this belief is our conviction of the need 
of every child to grow up within a family where he is loved for 
himself, and where he is valued for his own worth. 

We have attempted to trace some of the implications of this 
principle for casework practice that is directed toward helping, 
within his own family, the damaged or neglected child. Illustra- 
tions were chosen from cases in which the motives bringing the 
parents to the agency varied widely, but in each a decisive factor 
in the effectiveness of the help offered was the extent to which the 
worker understood and related appropriately to the underlying 
motive in the parents’ seeking help. When there was no common 
ground but rather conflict between the child’s needs and those of 
his parents, we were forced to conclude that help for the child 
within his own home could not be undertaken constructively. The 
reverse of this seemed equally clear and of positive import for our 
practice. When the parents’ motives and ability to use help en- 
compass in some degree needs consonant with and supportive of 
their child’s, we have the opportunity to help the child within his 
own home, for whose positive values no social agency can ever find 
true substitutes. The challenge and the responsibility lying within 
this opportunity will be met as we, concerned for the well-being 
of parent and child alike, seek to know them as individuals, each 
with his own strengths and weaknesses, and on the basis of this 
knowledge, give to each the help appropriate to his needs. 
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FAMILY AFTER PLACEMENT 
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THE TREATMENT OF both the child and his family in the place- 
ment situation requires the use of the generic core of professional 
knowledge, adapted to the specific problems engendered by place- 
ment. The essentials of clinical or dynamic knowledge, of pro- 
fessional skills, and of intuitiveness, creativeness, self-awareness, and 
disciplined capacity to give of one’s self, applied to the realities 
of placement, to the dynamics underlying it, and to its sequelae, 
should help the worker to examine what happens to a child and 
his parents after placement and to decide how to work with them. 

It is axiomatic that treatment begins with a diagnostic appraisal 
of the situation—the chief trauma, the conflicts set up by it, and 
the defenses erected to deal with it. One must consider both the 
reasons behind the request for placement and the consequences of 
the act of placement itself. In both areas, related as they are, 
diagnostic thinking should be focused on the parents (especially 
the mother), on the child, and on the parent-child relationship. 
The placement agency must make its own diagnosis even when 
a referring agency or a private psychiatrist has given full informa- 
tion about a case, for the diagnostic evaluation becomes most valid 
when evolved from the process of placement itself. As the parent 
faces the imminence of placement and the impact of the actual 
experience, he will reveal the areas in which help is most needed. 
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The Meaning of Separation 


The act of placement in itself creates what is known as a separa- 
tion trauma. To the parent placement means his own failure in 
responsibility, first as a parent and then as an individual. This 
feeling, although deeply buried behind the irresponsible and seem- 
ingly uninterested responses of the parent, exists in varying degrees 
and accounts for some of the disturbances the parent may create 
for the child after placement. 

To the child the trauma of separation spells the ultimate in 
rejection by parents, even though he has experienced rejection 
before placement. Separation crystallizes feelings of inferiority in 
the child, and leaves him with pain impossible to bear, so that he 
reacts with withdrawal or striking-out defenses. In the child whose 
parents remain in the picture, in contrast to the one whose place- 
ment is precipitated by their death, hospitalization, or desertion, 
confusion is added to pain and other reactions. Separation from 
living parents may be even more difficult for the child to bear than 
actual loss of parents through death. The separation and its at- 
tendant pain will be compounded with the struggle set up in the 
child by the question of why the parent, although present, cannot 
take care of him; yet the answer is denied by the child himself be- 
cause he cannot tolerate the meaning of it. 

The effect of separation trauma on parent and child is one of 
enhancing the fantasies of each toward the other, for compensatory 
reasons. In many instances, it causes an increase of the need to 
cling to each other and to the remnants of the family ties—the 
visits, the telephone calls, gifts, and promises which, in themselves, 
are thin fare for the nourishment and development of healthy per- 
sonality. Moreover, these tokens distract a child from forming new 
ties and add to his continuing frustration by raising hopes that 
are not fulfilled. Thus, the original organic unit of the family is 
never given up, but becomes a factor to be dealt with in the treat- 
ment of the child and his parents after placement. 

In evaluating the placement situation the worker who seeks a 
specific dynamic causing placement will find none that is not found 
in families treated in the child guidance clinic or the family agency. 
The differences lie rather in the quantity and location of the dis- 
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turbance. It is not the specific pattern of the disturbance itself 
that determines whether placement is necessary, but how much 
disturbance there is and where it lies. In the first instance, it is 
a matter of the emotional economy, or how great a disturbance 
will utterly destroy the family balance, and how strong or meager 
are the positives in proportion to the negatives that are causing 
rejection. In the matter of the location of the disturbance, many 
emotional deviations may exist within a family without destroy- 
ing its organic unity, even though that unity is based on neurotic 
ties. For instance, the alcoholic or gambling father makes for an 
unstable family, yet in many instances the masochistic wife of such 
a man protects him and the children, thus preserving the family. 
Hence the structural point of view is taken—that where the dis- 
turbance lies and whether or not it obtrudes into the parent-child 
relationship will determine whether placement is needed. 


Diagnostic Categories 

Keeping in mind the emotional economy of the family and its 
structural implications, we can group such situations in relation to 
the need for placement and the implications for treatment there- 
after. These are not clear-cut categories, since features of some 
groups will be found in others. 

Proceeding from the easiest to the most difficult situations, the 
first group presents no question as to whether or not placement 
should be made. In this group is found the chronic long-time 
violence, both physical and emotional, of a parent who is criminal, 
alcoholic, or psychotic. It is obvious that extensive damage to a 
child’s personality is unavoidable and it is unlikely that the child 
can salvage enough strength from such a situation to be able to 
function socially at a later time. Such extensive pathology in the 
parent contraindicates treatability quick enough to prevent dam- 
age to the child. In most such instances placement is indicated. 

The next most seriously pathological group includes those par- 
ents whose mental health equilibrium is maintained by their feed- 
ing on the child emotionally, without giving back enough to the 
child to outweigh the destructiveness wrought by their dependency 
on him. In this group one sees the symbiotic parent-child rela- 
tionship wherein it is probable that the mother has an underlying 
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psychotic structure. From the time of the child’s birth, mother 
and child live together in such close union mentally—almost as 
two undifferentiated organisms—that there is no room for the 
child’s personality to emerge and relate to reality. This mother 
may or may not give the child adequate physical care, or she may 
give meticulous care mechanically and without warmth. Here 
one finds the autistic child. Another type of mother in this group 
is primitively infantile and dependent, usually with a severely de- 
pressive character structure, or with an underlying depressive 
psychosis. She becomes panicky and confused by the responsibility 
of the care of a small child and leaves the child alone and neglected 
for hours at a time. Or when she is with the child, she does not 
give him care, while leading a vegetative existence in a primitive tie 
with the child. The fathers in this group are usually indifferent 
or ineffectual. 

A third group consists of the highly narcissistic, immature par- 
ents who are willing to allow their children to be reared by foster 
families but are not really ready to relinquish them. These parents 
were originally very much deprived and have come to handle their 
own early deprivations by learning to give to themselves first, ahead 
of anyone else. What few ego resources they possess for making 
some adjustment to reality are spent in securing gratification for 
themselves, and they have very little capacity left over to give care 
and security to their children. The conflicts in these parents, both 
in causing the placement of their children and in reaction to the 
placement, have proved to be inaccessible to modification. 

In these parents the chief defensive mechanism of narcissistic 
pleasure leaves no room for motivation for change. In other words, 
the symptom of character disturbance is felt as pleasurable rather 
than anxiety-producing so that the relinquishment of this symptom 
is not in keeping with their motivation. These parents may be 
compared to the alcoholic whose initial drinking gives him pleasure 
as well as release from underlying tension. Many of these parents 
carve out acceptable roles for themselves in new marriages and in 
the pursuit of jobs, spending the earnings on themselves, without 
the responsibility of rearing children who will interfere with these 
pursuits. Such parents can readily forget their guilt over placing 
their children when the latter are out of sight, and they just as 


47 








CASEWORK PAPERS 





easily appease their guilt by making lavish gifts and rash promises 
of reuniting the family, or in other similar ways. These are the 
parents who quickly make promises that they do not fulfil, even 
in regard to visiting hours. Placement would seem unavoidable 
in this kind of parent-child relationship. Otherwise, deterioration 
sets in to the point where the children are neglected and used as 
pawns in meeting the parents’ narcissistic needs. 

In the fourth category are those situations in which there has 
formerly been a kind of neurotic equilibrium in the parent-child 
relationship which afforded an atmosphere somewhat conducive to 
the child’s personality growth but in which this equilibrium has 
broken down. Where there is no external or apparent cause for 
the breakdown of family balance, it can well be suspected that the 
parent has reached a point of emotional exhaustion from the grind- 
ing away of internal conflicts and from the energy expended in 
keeping them repressed and defended. Another precipitating factor 
in the breakdown of this neurotic equilibrium that had formerly 
served the family is found in the unexpected tragedies or crises in 
reality situations. Frequently these parents have such a slim re- 
serve of resources to meet such crises that underlying conflicts, 
formerly cared for, break into consciousness. Together with the 
current trauma, these conflicts consume what little strength the 
individual parent can muster, and he is unable to give adequate 
care to his children. When the parent is emotionally exhausted 
from internal conflicts, it is understandable that he may look upon 
the child as the cause of his problems and may try placement of 
the child as a solution. This can be seen in the kind of marital 
relationship in which one partner progressively seeks more of the 
other in order to allay inner conflicts and in which the child be- 
comes a rival for dependency gratification by the giving parent. 
Then the marriage is jeopardized and frequently the partners, or 
at least one of them, choose to keep the marriage rather than the 
child. 

Characteristics of all these groups of parents will be found in 
each group, but the diagnostic evaluation should not be so warped 
by evidences of pathology as to discourage the worker from attempt- 
ing some kind of treatment. A total evaluation of personality 
resources and weaknesses is indicated to find those areas that are 
accessible to treatment. The importance of establishing some diag- 
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nostic evaluation of these parents as soon as possible before and 
after placement cannot be overstressed. In its absence the parent 
is allowed to drift, the placement continues indefinitely without a 
plan, and the type of placement, lacking a goal, is not adequately 
planned. 


The Role of the Worker with the Child 


Proceeding from the diagnostic and prognostic criteria to actual 
treatment with the child and family after placement, we find that 
the initial task is to understand the use of relationship and of 
transference in the specific situations of placement. 

In the treatment of a child in placement the first concrete act is 
for the worker to try to make placement a treatment measure in 
itself. Joined with it is the more difficult aspect of treatment— 
to help the child adjust to the situation in such a way as to develop 
most healthfully in the emotional sense. The latter help consists 
of the dynamic use of environmental resources and of what is 
usually thought of as child guidance work. Often the latter in- 
cludes direct treatment of the intrapsychic conflicts created prior 
to placement, and of the attendant symptoms stemming from the 
trauma of separation. The role of the worker becomes a compli- 
cated one, for in addition to the therapist’s role the worker also has 
the responsibility of arranging and supervising the new and con- 
tinuing real-life situation of the child. This dual role brings some 
advantages, but it also creates involvements in the relationship 
with, and the transference of, the child, as well as in the counter- 
transference of the worker. 

The relationship with the child, consisting of feelings built up 
from what actually happens between the worker and child as 
differentiated from transference, is likely to become a closer one 
than that usually found in other types of treatment situations. 
This arises from the protective and supervisory role which the 
worker must take in loco parentis, despite the presence of the foster 
mother. From this concern as a parent substitute, extending over 
the entire realm of the child’s life rather than over the therapeutic 
sessions only, comes the overactivity of the worker as seen from 
the standpoint of the traditional therapist. This is not considered 
to be overactivity in the care-taking role for a child in placement, 
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but if it is carried over into the therapeutic role it can create 
impediments to the therapeutic process. Among these is the work- 
er’s pressure to get things done in the child’s treatment as eff- 
ciently as in the child’s life situation, and to take care of his 
problems and anxieties for him. In other words, the worker be- 
comes too actively a participant in helping him with the working 
through and settling of the underlying problem. 

To keep the child functioning despite his emotional handicap 
is the primary concern of the worker in the parental role, requir- 
ing activity with the child in his reality situation as well as in 
treatment sessions designed to facilitate adjustment. Such focus 
on maintaining even a minimal social functioning takes precedence, 
in many instances, over the concentration on direct therapeutic 
effort. This is in marked contrast with the therapist in other 
settings, who can leave this kind of care, planning, and arrange- 
ment of the life situation to the natural family. The traumatized 
child is less free to bring out forbidden impulses during the treat- 
ment sessions with a worker who also manages his life situation. 
The synthesis of these two roles by a worker is the requisite for 
any successful treatment of the child in the placement situation. 
Often this synthesis is not possible, owing to the extensive nature 
of the child’s acting out, which increases the need for the worker’s 
activity. In these instances, treatment goals must be limited tem- 
porarily, with preference given, out of necessity, to dynamic and 
constructive management of the reality situation. Or, when the 
dynamics indicate too much contradiction in these roles, they should 
be carried by two workers. If the worker is to avoid the pitfalls 
that grow out of the contradictions between these roles, he must 
have exceptional knowledge of dynamics, constant alertness as to 
the form of their operation, and a full repertoire of therapeutic 
techniques, as weil as extensive ingenuity. 

Another complication induced by the dual role is an overidenti- 
fication with the child, with resulting negative feelings toward the 
parents who created such havoc in the child, and, even worse, 
toward the parents who continue to do so after placement. The 
worker not only suffers for the child, but is also working against 
the greatest odds to modify the effects of the trauma on the child. 
This is especially true when the parents can successfully interfere 
with and disturb the placement. When the worker continues plan- 
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ning as well as treatment in the face of such continuous undoing 
influences by the parents, negative feelings in the worker toward 
the parents often arise. Such feelings are bound to contaminate 
the worker’s relationship with the child, especially when the latter 
strains toward the remnants of ties with the parents. Then the 
child feels that the worker is not in sympathy with his parents, is 
against them and hence against him. Moreover, since the worker 
actually participates in making the placement, the child’s negative 
or ambivalent feelings about the worker begin before a positive 
relationship has developed. Without the support afforded by such 
a relationship, the child cannot work through his negative trans- 
ference, the separation trauma, and his earlier conflicts. 

Despite these problems, such a dual role has some advantages. 
It may make it possible for the worker to reach a child emotionally 
by doing for and giving to him concretely. By the time many 
children reach placement they have learned to distrust relation- 
ships. Only by being given to, can such children become involved 
in a meaningful relationship to be used for therapeutic benefit. 
In some cases all that can be accomplished in treatment is this 
experience, which in itself would be only a limited gain in the 
presence of the emotional illness. It would be more desirable, of 
course, if such a meaningful relationship could lend itself to the 
working through of transference feelings and their conflicts, with 
their trauma and defense reactions. 

From management activities, the worker can also know the child 
more fully in his reality functioning and can gain better under- 
standing of the dynamics of his disturbance. All too often workers 
have not focused attention on the history of the child which can 
be obtained from the parents. In addition, parents are often un- 
able to give reliable information about the child’s developmental 
experiences and early adjustments, and the worker sometimes has 
to depend upon the child’s current adjustment and behavior pat- 
terns to give clues to what may have happened to him in the past. 


Using the Child's Defenses 


In focusing the treatment of the child, the worker can begin 
with the first contact in preplacement. Interested inquiry in the 
most neutral manner, before transference and counter-transference 


51 








CASEWORK PAPERS 





begin, is indicated to ascertain the child’s conscious reaction to the 
contemplated separation. Identification with the child’s wishes 
and attitudes as he expresses them is most important in order to 
involve him in a relationship. Care should be taken to leave room 
for his expression of ambivalent feelings, some of which are still 
unconscious. If the child is saying that he is glad to leave his dis- 
turbed family, then acceptance of this with an expression of un- 
derstanding and an offer of help is indicated. If the child shows 
unwillingness to be separated from them, then sympathy with him, 
to allay his feeling that the worker wishes the separation, is also 
indicated. The guiding principle is to observe the child’s defen- 
sive reaction and to meet the child at that point, since these de- 
fenses carry his conscious feelings. The verbalized reassurance of 
the possibility that there are other feelings which are still covered 
may evoke them sooner or later, or at least will help the child feel 
understood. As a result of these approaches the child will be 
less likely to project his hostility over the parental rejection onto 
the worker and hence he will be better able to use help with the 
pain of separation. Subsequent conflictual material about parent- 
child relationships existing prior to placement may eventually 
follow. Despite the worker’s early attempts to help the child, the 
child’s identification of the worker with his own removal from his 
family may still need to be handled. 

Acceptance of the child’s feelings for his natural family should 
be carefully observed regardless of what the parents are like. The 
child will then feel that the worker is not against him and his 
own family, and will be more likely to accept the worker in the 
general treatment situation. Moreover, the child’s strivings toward 
his own family are his chief method of managing until he finds a 
better one, and therefore should be conserved at least temporarily. 
Thus, planning the contacts between the child and his family re- 
quires some experimentation which is guided by whatever has been 
learned during the preplacement period about the parents, the 
child, and their relationships to each other. The worker's permis- 
siveness in relation to the child’s tie to his natural family members 
and to contacts with them need not conflict with the protection 
that is usually required for the child. Such protection can be pro- 
vided more realistically and helpfully when the child is prepared 
before and helped after the contact, even though the contact is 
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unfavorable. Some workers are familiar with the child who can- 
not give up the old family ties before making new ties to a foster 
family, and at the same time cannot make new ties while clinging 
to the old ones. The role of the worker is to be the bridge, not 
only to supply the emotional support and nourishment necessary in 
making this transition, but also to help remove the blocks in the 
child’s attitudes toward relationships created by former damaging 
experiences, in order to free him for new relationships, especially 
in relation to his conflicts over loyalty. Too little has been said 
of the role of foster parents and of housemothers in supplying new 
ties at a pace that the child can take, while he is helped to relin- 
quish the intensity of old ties and to make a fairly well-integrated 
synthesis of both sets of family ties. 

In the direct treatment of the child’s trauma and conflicts, the 
pain of rejection and anger at the parent are acted out by the child 
in his transference to the worker, with or without the child’s 
insight. The corrective emotional experience supplied by the rela- 
tionships with the worker and the foster family aids the healing of 
the separation trauma and the preceding rejection. Finally, the 
child reaches a point in the alleviation of his trauma when he 
can begin to bear, and can be helped to accept the nature of, the 
parents’ difficulty that caused rejection. Further explanation of 
this, with support, after the child’s repeated expressions of feelings 
toward the parent and himself, helps him finally to reach some 
place of stability in his learning to live more comfortably with the 
reality of his broken family, while he uses the placement situation 
constructively. The extent of success in the child’s working through 
to such a conclusion varies according to the degree of the child's 
trauma and resources, the parents’ current influence, the foster 
home, and the skills of the worker. 


The Role of the Worker with the Parents 


Along with relationship with the child involved in placement, one 
must also consider the worker's relationship with the parents, the 
transference of the parents to the worker, and the worker's 
counter-transference to the parents. Until recently there has been 
very little real relationship with parents because there has been 
so little actual contact with them. Activity with parents was gen- 
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erally omitted unless precipitated by the parents themselves. Then 
frequently the worker’s negative counter-transference, mentioned 
above, took over and left no room for the development of a con- 
structive relationship with the parents. The kind of relationship 
too often resulting was a mutually hostile one, or, if there was no 
negative counter-transference from the worker, the relationship 
with the parents was one of tolerance or indifference, on the assump- 
tion that placement was for an indefinite period, or the situation 
was allowed to drift without clarification. Even when the worker 
felt kindly toward the parents and because of their intervention 
had more frequent contact with them, this relationship was often 
not put to definite therapeutic use. The worker made few efforts 
to seek out and involve the parents in relationships for diagnostic 
and treatment purposes. The parents were often unable to de- 
velop a positive relationship with the worker owing to their own 
projection of guilt onto the agency and worker. Very little was 
done to allay such negative feelings about the agency and worker, 
especially at the time when it could have been best handled, as, 
for example, at the beginning of the contact in the preplacement 
work. 

Recently, conscious efforts have been directed toward planful 
contact with the parents. The previously described dual role of 
the worker, when it has been successful, has contributed toward 
creating a positive relationship with parents. When the worker 
has found it possible to give parental care to a child on the basis 
of understanding the underlying dynamics and the treatment of 
conflicts as well, he has developed a special skill and capacity for 
accepting reality limitations and giving to the child realistically 
and in a therapeutic process at the same time. This has led the 
worker to new approaches in work with so-called hopeless parents. 
The worker in the placement agency has found it possible to use 
the dual role of parent and therapist to the parents as well as to 
the child, with therapeutic benefits to both child and parents. The 
nature of the parents’ disturbances, as previously described, makes 
this kind of approach more appropriate than it would be in work 
with parents whose conflicts are better defended and who there- 
fore have less open need for the worker to develop a parental 
relationship. 
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Efforts should be focused on helping the parents participate as 
much as possible in effecting the child’s placement, including, 
when feasible, visits to the foster home or institution prior to 
placement and participation in actually moving the child and his 
belongings. In this way the reality of the parents’ decision is con- 
veyed to the child more vividly, while the worker who accompanies 
them assumes a more neutral role. The parents’ participation in 
the above manner may also serve to cushion the shock of separation, 
especially in the very young child. The planning of the child’s 
contact with his own family, both immediately after separation 
and thereafter, should be determined on an experimental basis in 
which the child’s participation is included as far as possible. 

Work with the parent whose child has been placed is based on 
the diagnostic understanding both of the dynamics and of the emo- 
tional economy. Hence a total diagnostic picture arrived at early 
in the contact helps determine the goal of treatment, whether for 
restoration of the family, or for temporary or indefinite placement. 
Whichever goal is implied, acceptance of the parent’s need to place 
the child is the first step in helping to alleviate the parent's guilt. 
At the same time responsibility for the child, in whatever measure 
may be possible and commensurate with the parent’s capacity, 
should be placed on the parent, both to help in alleviating his 
guilt and to avoid its easy disposal. When the diagnosis indicates 
that a parent needs to be left entirely free of responsibility either 
temporarily or indefinitely, the worker must attempt to serve both 
parent and child as constructively as possible with an awareness of 
his own possible subjective feelings. 


Involving Parents on the Basis of Their Needs 

Some treatment goals and prognoses pertinent to specific diag- 
nostic categories, as far as parents can be generally categorized, have 
already been considered in connection with the foregoing descrip- 
tion of these categories. In general, the treatment approach is one 
of involving parents on the basis of their needs and defenses. 

Parents of the first group, who inflict violence on their children, 
frequently avoid contact with the agency and even with their chil- 
dren. Despite their extreme abuse of their children, these parents 
should be regarded as sick persons and should be given considera- 
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tion when they seek contacts with the children. Even when, to 
preserve the child’s safety, a contact has to be denied, these parents 
warrant the respect of the agency and a hearing for their points of 
view. Whenever possible, contact with their children, with ade- 
quate safeguards, should be granted. Such contact may not only 
gratify the parents who have so little of value in their tortured 
lives, but will also help the child gain a realistic picture of the 
parents instead of either glamorous or more terrifying fantasies 
about them. The worker will need to prepare both parent and 
child for such meetings and to provide help subsequently. 

In the symbiotic parent-child relationship, placement is highly 
dangerous and is theoretically not advisable as a treatment measure, 
for the psychotic child gives up even his tenuous hold on reality 
when separated from his mother. Placement may cause regression 
even from this slight link to the world. Ideally, treatment of the 
mother to help her allow the child some room in which to grow, 
along with therapy of the child, is indicated. From the practical 
point of view, however, it is not always possible to wait for treat- 
ment to bring about the kind of results which will permit con- 
structive placement. In the meantime the physical and mental 
health of the child may be seriously endangered, to the point of 
irreversibility. With the kind of mother who feeds emotionally 
on her children, placement can be sustained only when she is 
given help to secure elsewhere some substitute kind of gratification 
for her extensive dependency needs which cause her to suckle on 
her child. 

The kind of treatment that reaches infantile, narcissistic parents 
is that which appeals to their narcissistic need and pride. The 
treatment of these parents, as well as those mentioned above, might 
be termed a holding operation. Such parents need to be given to, 
first, because of their extensive infantile character, and by involv- 
ing them in a relationship of this kind they may be guided by 
limits set gently and firmly. When gratification is secured from 
other sources, they can be somewhat diverted from their destruc- 
tive use of their own children for this purpose. The return of 
these children to their natural parents occurs usually without case- 
work planning but at the initiative of the parents, especially those 
in the narcissistic group, and usually when the children are grown 
and are no longer a burden but an asset to these parents in meeting 
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their own dependency needs. Unfortunately, I can suggest no 
treatment plan that would prepare these persons to be better par- 
ents for the children when they return. The only hope of prevent- 
ing further damage to the children lies in trying to prepare the 
children themselves during placement not to suffer too great a 
disillusionment upon return to their families, and more especially 
in helping the children to be able to detach themselves sufficiently 
from these parents to seek out nourishing ties elsewhere; to under- 
stand their parents so as not to become victims of the parent-child 
relationship; and to learn to accept with some understanding and 
peace of mind their parents’ limitations. 

Treatment of the parents described in the fourth group has often 
been considered impossible because of the apparent lack of motiva- 
tion on the part of these parents. It seems plausible that when 
parents are emotionally depleted for both internal and external 
reasons, they will have little if any energy to use in developing or 
sustaining an interest in treatment. This is especially true if the 
type of treatment envisaged for these parents from the start is 
designed to develop insight or self-awareness. These parents are 
too overwhelmed by their discouraging situations to be able to 
bear the kind of understanding or insight that will reveal their 
underlying problems and pathology. Treatment by dynamic emo- 
tional support, along with or for a long period prior to the uncover- 
ing and resolution of inner conflict, may be helpful. 

Often only temporary placement is required when reality crises, 
such as desertion, death, or onset of a chronic illness, precipitate 
the breakdown of the family’s equilibrium. Supportive treatment, 
both emotional and concrete, may help the parent weather these 
crises and may restore or realign the old family ties. Efforts may 
or may not include treatment to strengthen capacities by reducing 
inner conflicts. Whenever possible such treatment, without place- 
ment but including financial assistance if indicated, should be 
attempted even with limited goals, since placement at such a time, 
with its ensuing guilt and the implication of failure, depletes the 
remaining ego strength of the parents who have been struggling to 
master the problem. This is especially confirmed by the struggle 
seen in the parent’s ambivalence about placement when the posi- 
tive factor in this ambivalence is his parental concern and feeling 
for the child’s welfare rather than his own narcissistic needs. 
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Much of the holding work, that is, the task of keeping the ex- 
tremely disturbed parent from upsetting the placement, is based 
on the worker's parental relationship to the immature parent. The 
manner and focus of work with these parents are determined by 
understanding their character structure. Some parents become 
more accessible to being involved in constructive planning for and 
handling of the child, and can help to strengthen the placement. 
Supportive treatment of the parents, in rallying their resources for 
the restoration of the family unit or in adjusting themselves while 
there is continued placement, may also be used. Treatment of the 
parents’ underlying conflicts, when such is indicated, has tradi- 
tionally been considered as coming within the jurisdiction of the 
family agency, adult psychiatric clinic, or private therapist, rather 
than of the placement agency. When such personal problems 
directly affect the parent-child relationship, however, in reference 
either to possible family restoration or to the better acceptance of 
continued placement, treatment would seem to be within the 
province of the child-placement agency. 

Treatment of the parent-child relationship after placement occurs 
has been described in part in the foregoing material. It is impor- 
tant, however, to keep constantly in mind the fact that this rela- 
tionship, although seemingly broken in the organic sense, remains 
intensely meaningful to each family member, and particularly to 
the child. Even when the neurotic elements in it cannot be 
reduced by treatment of the parent and especially of the child, 
whatever there is of this relationship which had positive value to 
the child should be conserved and integrated either by discussion 
alone or by planned contacts, even when the child remains in 
placement indefinitely. There is no substitute for these ties, and 
the feelings invested in them, if not integrated, are not utilized 
for the enrichment of the child’s personality. 

It can be seen that a worker, in attempting to carry out all the 
foregoing measures as they apply to all his cases, can become so 
drained and depleted that his total effectiveness will be limited. 
This points to the need, then, for a small portion of the case load 
to be set aside for such attention, if one is able to decide in good 
conscience which families fall in this group. The goal to strive 
for is to create the size of case load which would permit the kind 
of work described above to be done with all families within that 
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case load. In the meantime, with greater mastery of dynamic and 
skilled tools of knowledge, we can achieve more desirable results, 
in relation to the time and effort invested, than with unknowing 
and unfocused effort. 


Summary 


In summary, the child in placement and his family require the 
same diagnostic understanding and planned treatment as do fami- 
lies in other settings, since family relationships do not cease when 
the family is broken. Moreover, placement is not a total treat- 
ment plan in itself, but is only one measure in a treatment process. 
Total evaluation of strengths and pathology in the parents, in the 
child, and in the parent-child relationship should be the basis of 
determining treatment goals and of the efforts to achieve them, 
whether such efforts lead to restoration of the family or to tem- 
porary or indefinite placement. Special difficulties in treatment 
after placement grow out of the separation trauma, as well as out 
of the worker’s dual role as a parent-figure and as a therapist, al- 
though this role also has advantages. Although separation has 
taken place, both healthy and neurotic ties to the natural family 
remain strong. When the family cannot be restored, the worker 
should try to help both child and parents live harmoniously with 
the reality of a broken family while utilizing new relationships 
for growth and adjustment. Such is the goal toward which we 
must strive, by making use of concepts and procedures described 
above and others yet to be devised by continuous experimentation. 
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Julia Starr 





THE UNIQUENESS OF THE parent-child relationship and the 
trauma that results from the severance of this tie are well known 
to all social workers. They have a special meaning, however, for 
the child welfare worker who must daily help children face the 
pain of family breakdown. The child welfare worker, in a sense, 
has experienced with the child the self-devaluation, the grief, the 
anger, and the guilt that are inherent in the loss of his parents. 
The worker knows in an almost personal way the hurts that beset 
a child who grows up in our culture apart from his parents. Again 
and again he sees that these hurts result in aggressions, inhibition 
of growth, and a tragic waste of creative energy. 

Together with this awareness has come, in recent years, an assess- 
ment of the inherent limitations of long-term placement. Out of 
this two-edged knowledge has evolved a growing conviction that 
we have a responsibility to make it possible, whenever we can, 
for children to experience the security of life with their own families. 

This conviction is expressed in a major emphasis on work with 
parents to help them develop their own capacities, on strengthen- 
ing parent-child relationships, and on the re-establishment of 
families at the earliest possible date. It is also apparent in our 
taking a more aggressive role with those parents whose relationship 
with their children is either nebulous or destructive, and where 
the prognosis for change is poor. 

Even when agencies and workers possess this kind of an aware- 
ness, there will continue to be a need for long-term placement for 
a proportion of the children under care. There should be, how- 


60 





> ee Tot 


ane no 


ote 














NOR Nt 


Se en ie 


eed 











ADOPTIVE PLACEMENT OF OLDER CHILD 





ever, a dynamic and continuing evaluation of these situations with 
concurrent emphasis on helping parents to be parents, or helping 
them to face their inability to meet the child’s needs and to move 
toward his surrender. The authority of the court may be invoked 
to help in this evaluation, and in some instances may be used to 
assure the parent of the rightness of his decision, or to absolve him 
of the burden of responsibility and guilt which he might other- 
wise have to bear. 

The consideration of how agencies may move to free the “lost 
child” for adoption is a subject that would require a separate 
paper for its development. Similarly, one would need to develop 
at some length the subject of intensive treatment for the child who 
has been severely traumatized and who can with such help become 
an adoptable child. Let us consider at this point, however, how 
we may help the older child who is freed to move into adoption. 
Whether he is 3, 7, or 12 years of age, he qualifies as an “older 
child” as we use the term in adoptive practice, where the third 
birthday marks the onset of advanced age. 

To those of us who have marveled at the evident discomfort and 
apprehension with which even the young infant reacts to separa- 
tion from foster parents, it comes as no surprise that the movement 
of the older child toward adoptive parents is infinitely complex 
and difficult. How, then, can we help him? How can we ease 
the pain? 

This discussion is based on the experience of the Jewish Chil- 
dren’s Bureau of Cleveland and the methods we have evolved. In 
this multiple-service child-care agency, the staff for foster-home, 
adoption, and unmarried-mother service consists of five trained 
caseworkers and a supervisor. The case consultant and the di- 
rector are shared with the other branches of the Bureau—Bellefaire, 
the treatment institution which serves children from many states; 
the Jewish Day Nursery; and the Volunteer Department. The 
foster-home division assumes responsibility for foster-home, adop- 
tive, and local institutional intake. Approximately 70 children 
are supervised in foster homes, and Jewish unmarried mothers are 
served. In the past six years 41 children were placed for adoption. 
Of that number, 17 were older children, ranging from 3 to 13 
years of age, as follows: 3 to 5 years, 6 children; 6 to 9 years, 8 
children; 10 to 13 years, 3 children. 
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There is, of course, no “typical” older child. Each of these 17 
children presented an intensely individual need and challenge, 
with the general principle holding true that the older the child, 
the older are his problems. I shall present the case of David, an 
1l-year-old boy who had experienced rejection by one set of pro- 
spective adoptive parents. This case was chosen because the very 
complexity of David’s situation and his open struggle against place- 
ment highlight some of the dynamics of reaction, method, and 
movement, which we have seen in all the older adoptions with 
which we have worked. 


The Case of David 


David came to Bellefaire from another state when he was 814 
years old. He had been sent for help with behavior problems, 
which he had been manifesting for several years, and for evalua- 
tion of his potentiality for adoption. From the age of 6 months, 
he had lived in a foster home. His father had deserted prior to 
David's birth and his mother, after visiting him sporadically dur- 
ing the first year, had had a breakdown for which she was hospital- 
ized, and had dropped out of sight. In the foster home David 
was extremely competitive with another child, who was preferred 
by the foster family. From the age of 6, David displayed frequent 
temper tantrums, and manifested infantile behavior and psycho- 
somatic complaints. His school adjustment was poor. The su- 
pervising agency felt that he was reacting to the insecurity of his 
situation and asked the foster parents if they wished to adopt him. 
They refused, and he was moved to Bellefaire almost immediately 
and with great abruptness. 

By the end of his second year at Bellefaire, David had made 
excellent progress in all areas of his adjustment. He developed a 
close relationship with his worker and with the Big Brother as- 
signed to him. Psychiatric and psychological evaluations confirmed 
his readiness to accept a permanent placement. David had several 
preliminary contacts with the adoptive parents selected for him, 
and then a week-end visit. Following this, the couple recognized 
their inability to accept a 10-year-old child, and withdrew the 
application. David's worker tried to help him with his feelings 
about this experience, but before effecting this, was inducted into 


62 




















ADOPTIVE PLACEMENT OF OLDER CHILD 





the armed forces. Simultaneously, the Big Brother left Cleveland. 

In the months that followed, David's surface adjustment appeared 
satisfactory. It was apparent, however, that from this point on 
he invested little of himself in relationships. His contacts with 
his new caseworker were superficial. When, after seven months, 
we found another adoptive family who appeared to be unusually 
mature and giving people, all attempts to involve David failed. 
He had one visit with the Solomons, and then his resistance was 
open and total, and marked by a quality of panic. 

A decision was made, following staff consultation, to transfer 
the case to one of the agency’s senior workers. The institutional 
director, Mr. X, was to lay the groundwork by helping David face 
the decision that he no longer needed the kind of help Bellefaire 
could give, that he was ready for a home, and that he could help 
decide whether this should be a foster home or an adoptive home. 
Meanwhile, the Solomons returned to their home in A, in a 
neighboring state, to await developments. 

The worker's first concern was to establish a relationship with 
David. This was not easy. He was brought to her office by his 
Bellefaire worker on December 7, tense, and white with fear, and 
her attempts to reach him in this and her next three contacts, 
which she had shifted to Bellefaire, were unsuccessful. She took 
him to lunch one day, waited on the campus for an hour when 
he broke his next appointment, and accepted gracefully his in- 
ability to keep his fourth appointment because he had to attend 
a play rehearsal. She sat in the audience and applauded. It 
should be noted that she was seeing this child three times a week. 

On December 19 occurred the break-through that allowed this 
frightened child to feel his worker's identification with him, and 
to begin to trust her. 


Found David in the living room of his cottage. He held the comic book 
he was reading up to his face and groaned. Other youngsters laughed, said 
I sure was chasing David, and made jokes about it. I fell into the mood and 
said, pathetically, that I certainly was a flop as a caseworker. ... Maybe 
they could give me hints... . Here I was, wanting to be David's friend. 

. Maybe he thought that I came around and took big bites out of the 
kids whose caseworker I was. . . . David grinned sheepishly; there just 
wasn’t anything to talk about. I said O.K., then maybe we could play a 
game. ... 
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After several rounds of checkers, the worker approached the real 
issue: 
I knew David was afraid of me. Could he put into words why? With great 
difficulty and with tears, David said that he didn’t want to leave Bellefaire. 
I said that sometimes it must seem to him that Mr. X and I were in 
cahoots. David said, and again with tears, that he knew it wasn’t me, but 
I had to follow orders... . I said I wanted to make David a promise— 
I would not look for a foster home for him as long as he did not want to 
leave Bellefaire. David looked momentarily startled, then pleased, but finally 
distrustful. Mr. X was a bigshot.... I wouldn’t get away with it.... I'd 
be fired! I said with a flourish, but with real conviction, “I'll run the risk. 
Let him fire me!” Besides, Mr. X might change his mind about David's 
leaving if the two of us could help him understand how David felt. 


Until December 24 David produced little significant material 
other than a number of references to his foster home, and one 
angry allusion to the Solomons. Why had they bothered him? 
The worker commented only that they were interested in him. 
Slowly David was moving toward finding himself. His search for 
answers to such basic questions as “Who am I?” “Why am I 
different from other children?” was beginning. 


December 24: David consistently cheated at cards. He said that some of 
the kids in the cottage and at school who were his age were bigger than he 
was. He didn’t do very good work at school either. He didn’t know why. 
Still, at Bellefaire he could get lots of help. ... I said David was telling 
me that the people at Bellefaire liked him, and maybe he was thinking that 
nobody else who knew him and knew some of the things he couldn’t do, or 
some of the things he did that were bad or wrong, could like him. ... Maybe 
David was worried about why so many bad things had happened to him— 
losing all the people whom he had loved. ... Maybe he was thinking it was 
his fault. David said he was unlucky, that he didn’t want to think about it. 


In this same interview is shown the worker’s conscious mobiliza- 
tion of the child’s anxiety in helping him to face what was happen- 
ing to him, in helping him “to think about it.” 


David said that every kid in the cottage had a family and had received a 
Chanukkah present. I said it was hard not to have parents. David did not 
answer. I said, with a show of drama, that I had a problem that I needed 
David's help with—his advice. A present had arrived for David, too. David's 
face lit up. Could he guess from whom it was? David guessed his former 
foster family, his former Big Brother, the worker. With great urgency, he 
pressed me to tell him right away and to give it to him. I said the 
present was from the Solomons. An expression of worry and distress passed 
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over his face, and he said, “Oh, from them!” Then he wanted to know what 
was in it. He wanted to have it right away. Why were they sending him 
presents? 

Despite David's pressure to be given possession of the present, which had 
been on the grounds for more than a week, and despite his show of open 
hostility, I held fast to my decision to let David live with this unknown for 
two days. I said that the package was at the downtown office and that I could 
not bring it before my next regular visit. Perhaps David would want to 
spend some time figuring out why the Solomons had sent him a package. 


On December 26 David was waiting for the worker: 


He had not yet had his breakfast. When he saw the package his face was 
transformed. As he opened it he kept repeating that it was so big. He 
hadn’t expected such a big package, and then when he saw the chemistry set 
and the magic set, he seemed almost stunned. He was silent and then said 
that he hadn't expected anything so big and so wonderful! He had been 
thinking of maybe a little box—and here he held his hands about eight 
inches apart—filled with candy. I said maybe David was thinking that the 
Solomons only liked him a little bit—and I held my hands eight inches apart. 
David nodded his head in agreement. 


The child was now testing out his own concepts of himself against 
a new experience. The worker affirmed his worth-whileness and 
his right to what a family and parents could offer. David could 
now begin to think about the reason why the Solomons had sent 
him the present, and why they wanted him. The worker said 
that they did not expect a perfect boy, that they knew that boys 
do wrong things and make mistakes; they liked him, and hoped 
he would be their son. He must be the one to decide whether 
this was what he wanted, and the worker would help him. 

David now looked at the package label and said that A was far 
away. For the first time he wanted to know the difference between 
a foster home and an adoptive home. In the midst of talking about 
the town of A, planning to look it up on the map, David suddenly 
came back to what was still the core of his problem: “Who am I?” 
With the worker's support he began to sort out the past, the good 
and the bad, and to face the reality of his loss. 

David blurted out that he wasn’t going to think about new parents until 
he found out what had happened to his own parents. ... When kids asked 
him what had happened to his parents, he told them that his father was 
killed in the war and his mother had died of a heart attack. He had to 


tell them something. He and his former worker had talked about his parents 
sometimes but had never got around to what had really happened. I said that 
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David was right to give any answer he wanted to strangers, but he had a 
right to know the real truth. I would find out all I could for our next 
interview. 


On December 28 David was again waiting for the worker. He 
avoided opening the discussion about his parents and she brought 
it to the fore. She shared all the information that would help 
him, stressing positives wherever possible, but also underscoring 
the reality of a child’s need to have a mother and a father who 
get along. 

David did not look at me directly but sat with his elbows propped on his 
knees and his head hanging. In a muffled voice he asked where they were 
now, and I said quietly that I did not know; it had been a long time since his 
mother had last come to the agency, more than 10 years, and his father had 
never come. David now began to cry quietly and asked what would happen 
if his mother should come to look for him? I said that David had been 
hoping for this for a long time. He said that he wanted his own parents, he 
didn’t want adopted parents. ... He would be so bad that he'd have to go 
to the Detention Home, and then nobody would want him. ... He would 
commit suicide. 

I said that I knew how unhappy David was feeling and how hurt he was. 
He was angry, too, and he had a right to feel angry, but maybe he should 
know that his mother had been sick. 


David then brought out his anger against both the foster family 
and the first adoptive family. In a choked voice he said that he 
had had a hard life; he was tired of being pushed around. The 
worker could help him realize that what was happening to him 
now was different from the other things that had happened to 
him. For the first time he had a share in deciding. It should 
be noted that, together with the child’s right to participate in the 
decision, the worker took the ultimate responsibiliy. These state- 
ments repeatedly occur in the record: “I will not let you go unless 
it is right for you”; “I will help you”; “I have confidence that you 
can do this”; or, at times, “Let’s wait a little.” 

It is interesting to observe how casework with a child actually 
involved in adoptive preparation gradually becomes focused, so 
that even the youngster who has had intensive treatment responds 
with new insight and feeling about the past as it touches the core 
of his self-doubts, and then utilizes his new experience to affirm 
his wholeness, and his right to a good life. 
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David's further movement was steady but not rapid. The steps 
included a two-day visit by the Solomons and, a week later, David's 
two-day visit in their home. The worker accompanied him on 
this trip, staying at a hotel. Both contacts were filled with anxiety, 
although in each instance he showed greater comfort as the experi- 
ence developed. When he returned from A, he brought all his 
clothes and possessions with him; later we learned he had left his 
lucky dime in the toy bank the Solomons had bought for him. 
He had told them, though, that he did not think he could leave 
Bellefaire. All his friends were there, and there was a swimming 
pool. After his return he could face his real questions. How could 
he be sure the Solomons would not fight and be divorced? What 
if they should die? What if they decided they liked another boy? 
What if, the day after the final papers were signed, they began 
to be mean to him? 

David found his answers slowly. On January 31 he finally 
said: “I want to be adopted.” He packed his favorite possessions, 
planned his farewell party and his goodbye gifts. He still retained 
some of his fears and reservations; and in recognition of this, the 
usual procedure of having adoptive parents call for the child 
was modified at his request, so that the worker could accompany 
him to A and remain at the hotel overnight. The preparation for 
adoption began on December 7; actual placement occurred on 
February 4. 

David's struggle during these weeks was expressed in his adjust- 
ment at Bellefaire. He changed from a conforming, docile young- 
ster to an erratic and undependable child. He was nervous and 
easily upset, and the cottage mother reported a quality of insolence 
in his behavior, as if he were saying that he “didn’t have to do 
what he didn’t want to do, because he had somewhere to go.” He 
flaunted his gifts, his plane trip, and the letters he received; and 
although this conduct was hard on the other children, his cottage 
parents remained supportive and accepting. Early in the process, 
while David was so manifestly overwhelmed, they had needed 
to discipline their impulse to reach out to him with pity and 
sympathy. Now they needed to curb their impulse to limit him, 
and to express their interest. The worker needed to help the 
cottage parents, to whom David related as substitute parents, with 
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their feelings about separation from him, and with fulfilling their 
role of supportive, yet freeing, parent persons. 

Among the basic questions that arise out of this approach to 
adoptive preparation are these: Does the child need to face all 
that is involved in his movement? Must separation be total? Can 
the pain of separation be lessened? 

Our agency’s workers struggle with these questions again and 
again as they see a child torn by his doubts and his fears. Yet they 
come back in each instance to the conviction that unless the older 
child is helped to find himself and to resolve the conflicts about 
his past, he will carry into the adoptive situation a residue of 
anxieties and hostility that will necessarily affect the development 
of a new relationship. These feelings can be repressed, but at 
what cost to the child and his ability to trust himself with his 
new family? 

It has been suggested that the older child’s separation from the 
past can be facilitated and eased by having the substitute parent 
accompany the child into the new and unknown situation. It is 
a tempting suggestion, especially when the child has a close rela- 
tionship with the foster mother. 

Some years ago Mrs. Wires drew a parallel between this activity 
by the foster parent and the activity of the child’s own parent in 
helping him move into placement. In the one instance, however, 
we are addressing ourselves to helping to strengthen and reaffirm 
primary and permanent ties. In adoptive placement, the child 
must give up forever a relationship which is invested with all the 
positives and negatives of the parental relationship, but which is 
different from it. We must address ourselves to this difference, 
for it is this difference that deprives him of the security he needs. 
It motivates us in seeking to give him something better. Cannot 
the difference, then, provide a motivating force for the child to 
move into what he fears and wants? 

We know that inevitably the child must feel rejected by the 
foster mother or the institution which says, in effect, “You can- 
not stay.” Recognizing that this is a natural reaction, we can help 
the child express the anger he feels, and, hopefully, resolve it to 


1Emily Mitchell Wires, “Placement for Adoption—A Total Separation?” 
Journal of Social Casework, Vol. XXX, No. 7 (1949), p. 283. 
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the extent that he can voluntarily leave the old relationship and 
take on the new one. 

I should like to emphasize again that this case was selected be- 
cause it is representative of this agency’s experience with a num- 
ber of older children whom we have placed in adoption, an experi- 
ence that has given support to this method of preparation. 
Practice in the agency, therefore, is predicated on the belief that, 
for the older child, placement for adoption involves a reliving of 
the past, a resolution of early conflict, total separation from the 
present, and a new beginning that is necessarily filled with fear, 
hurt, and promise. It is axiomatic that the child must react to what 
he is experiencing. His failure to do so would suggest to us that 
his capacity to feel and to relate had been seriously damaged. 

We believe that the worker’s recognition of the child’s ability to 
move from one step of the preparatory process to the next, and 
his continued support and activity, make it possible for the child 
to integrate the tremendous experience in which he is involved. As 
he masters each step, he can move with increased confidence into 
the next phase. This is an ego-building experience and, again and 
again, we have watched children grow in stature and capacity as 
this movement takes place. 

We believe that the adoptive placement of older children must 
be adjusted to the needs of the individual child, but that it can 
never be quick, abrupt, or easy. It makes great demands on the 
worker’s energy, time, and imagination, and it is always costly in 
terms of money. The justification for all this expenditure is that 
it makes possible for the child a normal, happy, and good life. 
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PSYCHIATRIC CONSULTATION WITH SPECIAL 
REFERENCE TO ADOPTION PRACTICE 


Viola W. Bernard 





PATTERNS OF INTERPROFESSIONAL collaboration between social work 
and psychiatry have become well established in this country. The 
clinic team method, for example, has been brought to a high level 
of development whereby each discipline contributes its unique 
share to the combined efforts on behalf of the patient. The exten- 
sive experience of social workers and psychiatrists, in working 
together in such psychiatric settings as mental hospitals and psy- 
chiatric clinics, has led to the development of generally accepted 
standards of practice and the clarification of respective functions. 
By comparison, however, fewer guidelines exist as yet for the his- 
torically more recent, but growing and widespread, use of psy- 
chiatrists as consultants in social agency settings. Accordingly, 
tremendous variations abound in almost every aspect of this form 
of interprofessional working relationship, aside from the differences 
in specific agency function. Indeed, for a time it seemed as if 
each psychiatrist and each agency invented their own highly indi- 
vidualistic style and mode of practice as they went along. As 
might be expected, there was consequent unevenness in the quality 
of results. 

For better or for worse, this phase of freewheeling extemporiza- 
tion seems to be drawing to a close. Tested principles and proce- 
dures can now to a greater extent replace trial-and-error experi- 
mentation. Participating psychiatrists and agencies have acquired 
conviction about the value of this type of co-operative practice. 
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Increasingly, they are jointly analyzing their experience in an at- 
tempt to crystallize more precise and realistic concepts regarding 
goals, limitations, methods, and prerequisites. At least two such 
current collective undertakings for the study of this consultative 
process have come to my attention. One is being conducted by 
the Committee on Psychiatric Social Work of the Group for the 
Advancement of Psychiatry. Although this study is focused on 
psychiatric consultation to family casework agencies, a good deal 
of the material is also applicable to child welfare agencies. Another 
study under way is being made by.a group of New York City 
family and children’s agencies in which programs of psychiatric 
consultation are highly developed. 

This paper is concerned with similar questions of process. In 
order to narrow the field and to concretize more meaningfully, 
these questions will be scrutinized within the specific framework 
of adoptive agency practice. Practice in respect to adoption seems 
especially well suited to our purpose, in view of the crucial psycho- 
dynamic implications of adoption for the children, the natural 
parents, and the adoptive parents. 

In examining the functions of the psychiatrist as a consultant to 
casework agencies, it is essential to recognize from the outset that 
his contribution, no matter how valuable, is supplementary to the 
social treatment program of the agency. This supplementary func- 
tion differs, of course, from his usual central task, the psychiatric 
treatment of patients. The agency’s clients are not patients, regard- 
less of how great the incidence of personality disorder and mental 
illness among them. They are not patients since psychiatric treat- 
ment is not the primary or mutually acknowledged basis of their 
contact with the agency, as would be the case in private psychiatric 
practice or in a psychiatric facility. Instead, the central purpose 
of client-agency contact is determined by the specific agency pro- 
gram for meeting specific client needs; for example, a home for 
a homeless child, a child for a childless couple, specialized help to 
unmarried mothers. Therapeutic objectives, in the sense of reduc- 
ing and preventing maladjustment, are indeed pursued through 
appropriate application of clinically-derived knowledge, but only 
through the medium of specific agency function. 

Accordingly, responsibility for agency services to these clients is 
borne by the agency itself, through its qualified casework staff, and 
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the consultant psychiatrist functions in an adjunctive, rather than 
a central, capacity in the agency setting. Thus, the role of top 
responsibility to which the psychiatrist is accustomed in the psy- 
chiatric setting is reversed. Unless he makes this essential read- 
justment, his potential value to the program is reduced and con- 
fusions and dissatisfactions arise. 

Increasingly, psychodynamic concepts are being assimilated into 
casework theory and practice. Caseworkers engaged in adoption 
work must deal with some of the most profound and powerful 
forces underlying human behavior and relationships. Final deci- 
sions that are crucial to the future adjustment of three sets of 
clients are involved. The worker’s own feelings are under the 
bombardment of unusually strong stimuli inherent in the con- 
flictual client problems. The consultant psychiatrist can signifi- 
cantly help the casework staff members in these psychologically 
intricate tasks by contributing in a variety of ways to their psycho- 
dynamic understanding. 

The principal method employed is the conference between the 
consultant and the worker who is carrying the case selected for 
consultation. The psychiatrist may also contribute to the treatment 
policies and program orientation of the agency. He may interview 
selected clients for diagnostic purposes or for referral for psycho- 
therapy; he may participate in staff development programs through 
seminars, general staff conferences, and institutes. Consultation by 
means of the individual case conference is, however, usually his 
core function. 

It follows from what has already been stressed that the psychiatrist 
must not be looked to as some sort of super-caseworker with 
magical solutions ready at hand for difficult problems. Psychiatric 
consultation is no substitute for good supervision. Indeed, unless 
the agency provides the latter, it is questionable whether it can 
profit from consultation. Several criteria have been suggested as 
to agency “readiness” for consultation. Important among these 
are the professional skill of the staff, the degree of administrative 
harmony and quality of social work leadership, and the psycho- 
dynamic orientation at all levels of agency organization. The 
extent of available psychiatric resources in the particular commu- 
nity is also a relevant factor. 
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Correspondingly, not all well-trained psychiatrists or analysts are 
equally qualified for consultation to social agencies. Some under- 
standing of and respect for the discipline of casework are neces- 
sary, as well as specialized interest and skill in this indirect form 
of helping clients. In fact this type of psychiatric practice has 
grown to the point where special training for it under the supervi- 
sion of experienced consultants is gaining acceptance. The psy- 
chiatrist’s facility with this particular form of communication also 
influences his ability as consultant. An important prerequisite 
for the psychiatrist’s effectiveness is his orientation to the specific 
goals and functions of the agency with which he is associated. 
When such orientation is provided, he is better able to relate his 
medical and psychiatric knowledge to the work at hand in usable 
form. The expectations of each other by consultant and caseworker 
become more realistic and mutually rewarding as the consultation 
process becomes well integrated into the total agency program. 

Usually the caseworker, after discussion with the supervisor, 
selects the cases for consultation. Preparatory formulation of the 
questions for which the caseworker is seeking help from the con- 
sultant has proved a useful procedure, both as a guide to the con- 
sultant and as a means of bringing the worker’s own thinking about 
the client into sharper focus. Similarly, in most agencies, the 
worker prepares in advance of the consultation a summary of 
the case record, which may be supplemented by the full record 
and by verbal elaboration at the consultation conference itself. 

No standard policy obtains in this, or in any other, aspect of 
consultation procedure. This is as it should be, in view of the 
recognized variations among agencies. Some consultants find the 
advance reading of full and often lengthy case records too time- 
consuming; besides, depending on the type of recording, they 
sometimes consider the amount of detail a factor that obscures a 
clear view of the salient problems. On the other hand, sole reliance 
on a prepared summary deprives the consultant of some of the 
very detail from which he can pick up important clues or can dis- 
cover diagnostically relevant patterns and constellations. The case- 
worker, because of blind spots, may omit from the summary, which 
is of necessity selective, material from the full record which should 
be brought to the attention of the consultant. The use of a 
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worker-prepared summary, accompanied by the full case record 
for reference by the consultant, has become the method of choice 
in a number of agencies. 

The supervisor’s attendance at the consultation is highly desira- 
ble so that the outcome of the conference may be later evaluated 
and translated into feasible casework planning. 

Adoption work is carried on in many different kinds of agencies, 
in which it may be the main or a partial activity. These agencies 
vary greatly in their emphasis and range of services, especially with 
respect to unmarried mothers and to couples applying for adoption. 
However, for the purposes of this discussion these differences will 
be disregarded. This presentation is concerned with aspects of 
adoption practice in relation to all three client groups—adoptive 
children, adoptive couples, and natural parents. 

In the following clinical examples,’ no attempt will be made to 
present a full case history in the usual sense, or even to convey the 
full content of the interchanges between psychiatric consultant and 
casework staff. The purpose is to indicate, somewhat concretely, 
some of the typical ingredients of the consultation process. 


Consultation Before Placement 


When the case of 314-year-old Marjorie was brought for consulta- 
tion the adoption worker submitted the following questions: 


1. What diagnostic picture does Marjorie present? 

2. Do you consider her, at this point, adoptable? 

3. If yes, (a) what preparatory steps are indicated in working 
with Marjorie? (b) what kind of parents would be indicated? 

4. If no, do you think psychotherapy is necessary? What 
other plans are indicated? 

5. In a more general sense, would you discuss the relationship 
between the caseworker and the toddler in the foster home 
setting? 

Marjorie was under care, at the time, in one of the agency's 
foster homes to which she had been admitted nine months previ- 
ously. This list of questions points up a good many of the ways 
in which the consultant’s specialized knowledge and skills as a 


1 Psychiatric consultations discussed in this paper were drawn from the 
experience of several analysts. 
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dynamic psychiatrist are called upon. At the point of intake 
Marjorie had been recognized by the caseworker and agency psy- 
chologist as an emotionally disturbed child. The background his- 
tory revealed even more severe traumata for this child than for 
most toddlers and older children who become available for adop- 
tion, for whom marked deprivation in the earlier years is the rule. 

It was noted that when her mother brought her for admission 
to the agency, Marjorie said goodbye to her but showed no outward 
concern at the separation and went willingly with the caseworker. 
Indeed, this child’s indiscriminate readiness to go with anyone was 
observed for some time, and was considered to be a symptomatic 
expression of her damaged capacity for relationship. At the medi- 
cal examination her body was found to be covered with bruises. 
Psychometric examination revealed that she was operating within 
the dull normal range, but with every indication that no reliable 
estimate of her intelligence was possible in view of the conspicu- 
ous evidence of emotional disturbance. The plan developed at 
that time was for a six-month period of foster home care coincident 
with active casework help, after which re-evaluation as to adopta- 
bility would be made. It was felt that psychiatric consultation 
would be more useful at the point of re-evaluation, following the 
period of observation and care, when her response to the casework 
and foster home experiences would be of diagnostic significance. 

The consultant contributes clarification in both aspects of per- 
sonality diagnosis, the clinical psychiatric and the psychodynamic. 
In other words, he is in a position to amplify the caseworker’s 
psychosocial diagnosis from his greater knowledge in the area of 
intrapsychic processes and the unconscious, as well as of conscious 
motivational forces entailed in personality function. His diagnostic 
psychodynamic formulation, as already noted, is usually made on 
the basis of the caseworker’s material without his seeing the client. 
He must also be watchful for signals suggestive of clinical psycho- 
pathology warranting direct psychiatric examination in order to 
assist the caseworker in recognizing when this procedure is indi- 
cated, as well as in preparing the client for it. 

In Marjorie’s case, in addition to the consultation at which the 
questions mentioned earlier were raised, direct psychiatric exami- 
nation was undertaken. The psychiatrist ruled out psychosis and 
considered her of at least average intelligence, despite the poor 
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showing on psychometric examination, attributable to her disturb- 
ance in ego maturation. It was decided that Marjorie could be 
considered for adoption but that she was still far from emotionally 
ready for this, despite the definite degree of improvement in re- 
sponse to the foster home experience. In conference the consultant 
weighed the advantages and disadvantages of interim psychotherapy 
for the child prior to adoptive placement, as compared to the possi- 
bilities of intensifying the casework relationship. This evaluation 
entailed specific elucidation of probable meanings of the child’s 
symptomatic behavior and suggestions, whereby the worker might 
enable the release of destructive tensions referable to the child’s 
continued inner reactions to past traumatic events. It was felt 
that through establishment of closer rapport with the caseworker, 
Marjorie might be helped to work out her feelings and understand 
better what was happening to her. Such clarification was necessary 
before she could be confronted with prospective adoptive parents 
or could relate to them constructively. 

In this case direct re-examination of the child by the psychia- 
trist, as well as re-examination by the psychologist, was recom- 
mended, plus re-evaluation with the consultant psychiatrist of the 
total situation from the psychodynamic standpoint. Five months 
later Marjorie was re-examined by the psychiatrist who found the 
continued presence of deeply rooted anxiety but no psychosis. Her 
relatively poor showing in psychometric testing, in spite of a much 
calmer and more accepting attitude toward the test situation, indi- 
cated that she probably had just about average intellectual capacity. 

Reappraisal of the total situation by the consultant in confer- 
ence with the casework staff was used largely for deepening the 
understanding of Marjorie’s behavior and of her relationships both 
with the foster family and with the caseworker. Out of this grew 
certain suggestions for the caseworker’s indirect help to the child 
through needed efforts with the foster mother toward controlling 
the environmental factors in a more satisfying way for the child. 
The success of these efforts was quickly reflected in visible improve- 
ment in Marjorie’s behavior. 

In considering the kind of adoptive parents who could success- 
fully meet the tremendous and exacting emotional needs of this 
child, we recognized the dilemma that such a couple would have 
to be among the best adjusted applicants who, in turn, might not 
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be interested in a child with Marjorie’s limitations. The consult- 
ant evaluated the case record of one prospective adoptive couple 
in terms of their suitability for Marjorie and pointed out a predict- 
able clash between existent neurotic defenses in the wife and cer- 
tain attributes in Marjorie. 

Despite the continued vulnerability of this child’s adaptive ca- 
pacity, definite improvement continued; and the caseworker’s depth 
of understanding, enriched through consultation, was probably 
largely responsible for the subsequent selection of unusually suita- 
ble adoptive parents. An apparently successful placement of 
Marjorie was carried out with the help of sensitive, patient, and 
protracted casework activity. 

The impression may have been conveyed in remarks thus far 
that the psychiatric consultant serves the agency’s adoption pro- 
gram in all aspects of its work. This is not true, since different 
consultants are sometimes utilized by the same agency for differ- 
ent assignments. For instance, specialization in child psychiatry 
may be desirable for the consultant who makes the direct clinical 
psychiatric examination of children under care, as was true for 
Marjorie. Although some training in child psychiatry is always 
desirable for psychiatrists serving as consultants to casework agen- 
cies, some other professional emphasis may be fruitful in relation 
to work with the adults—natural parents and adoptive parents. 


Consultation Prior to Legal Adoption 

Consultation on 414-year-old Johnny was requested at a later 
stage in the adoption process, occasioned by difficulties noted by 
the caseworker during the period following adoptive placement, 
but prior to legal adoption. A main goal of pre-placement case- 
work with children and of careful screening and preparation of 
adoptive parents is the prevention of serious maladjustment after 
adoptive placement. An important aspect of the agency's responsi- 
bility during the period of pre-adoptive supervision is the early 
recognition of difficulties and help in alleviating them during this 
delicate period of initial family formation. Nevertheless, there 
are occasional failures in prediction and preparation of such gravity 
that the agency must resort to the drastic step of removing the 
child from the home. Inevitably this entails such severe trauma, 
even when the step is necessary to avoid worse damage in the future, 
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that every means, including psychiatric consultation, should be 
utilized in an attempt to promote a workable adjustment. This 
was accomplished for Johnny and his parents after many strenuous 
months. 

Johnny had developed a severe phobia in relation to stairs, and 
the adoptive parents, especially the mother, were reacting with 
acute anxiety and pronounced but unacknowledged rejection of 
the child. Johnny's fear was traced by the consultant to several 
interrelated sources: his preadoptive insecurities made him espe- 
cially vulnerable to the neurotic elements in the parents’ relation- 
ship with him; certain specific experiences shortly after placement 
were recognized as probable precipitating factors; some ocular 
pathology undoubtedly provided physiological reinforcement of the 
child’s phobia, which was seen as an unconsciously determined 
solution-attempt in the child’s struggle to repress impulses that he 
desperately feared would lead to loss of his new-found home. 

In the course of working things out with this family, the agency 
provided Johnny with direct diagnostic and therapeutic sessions 
with a child psychiatrist; more thorough tests of vision were made 
and a therapeutic program of eye exercises was undertaken; case- 
work, based on dynamic insight, proved effective with the adoptive 
parents, especially the mother. Undoubtedly, the pre-placement 
casework with the parents provided a dynamic foundation that 
facilitated the therapeutic surmounting of the post-placement crisis. 
During this period the caseworker had several conferences with 
both the consultant psychiatrist and the child psychiatrist who 
treated Johnny. 


Serving the Natural Parents 


The natural parents constitute an important group toward whom 
the adoption agency has responsibility. Of these the greatest num- 
ber are unmarried mothers. Although putative fathers have rela- 
tively little contact with agencies, there are growing indications 
that more of them can and will use agency help. Pregnancy out 
of wedlock in our culture often represents for the woman both 
the symptomatic expression of previous personality maladjustment 
and a crisis situation that challenges her adaptive capacities for 
subsequent adjustment. By reason of this state of crisis—social, 
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medical, and psychological—many unmarried mothers need various 
kinds of help. The adoption agency may be one, but is not neces- 
sarily the central, resource in the numerous interrelated commu- 
nity services that are necessary for comprehensive coverage. 

Nevertheless, in planning for the baby, the possibility of adop- 
tion almost always arises, regardless of the agency to which the 
illegitimately pregnant client first turns. At the point of applica- 
tion for service, she is usually aware only of her need for environ- 
mental assistance and planning for the baby. As the client ex- 
periences receiving the necessary practical help around which 
worker-client relationship develops, she may become increasingly 
in need of and receptive to casework help. This casework help, 
based on sound diagnosis, can be of major significance for the 
future adjustment of the unwed mother and for the future of her 
unborn child. 

From the psychiatric standpoint, unmarried mothers do not by 
any means constitute a homogeneous group. The nature and ex- 
tent of psychopathology that can be found in this group cover 
a wide range. Hence, the psychopathology of the particular client 
must be ascertained as a basis for planning the most appropriate 
therapeutic strategy. The caseworker is guided by psychosocial 
diagnostic acumen in determining how best to help the client resolve 
the big question of whether to keep her infant or to surrender him 
for adoption. The consultant psychiatrist may be of considerable 
help in this area of differential diagnosis. Opportunity for direct 
psychiatric examination, when indicated, should be available. Sev- 
eral recent studies have reported a higher incidence of ambulatory 
schizophrenia in this group than has been generally recognized. 
Knowledge of the clinical diagnosis enables the caseworker to make 
appropriate modifications in her work with the client. 

There is some evidence to suggest that those clients who want to 
keep their babies are often the sickest. It should be emphasized 
that this observation was made from studying clients known to 
social agencies and therefore may not be generally applicable. Al- 
though many complex situational and psychological factors influ- 
ence the decision to seek agency help, it seems likely, although 
certainly not invariable, that two opposite extremes, from the psy- 
chiatric standpoint—the healthiest and the sickest—rarely use a 
social agency. Some of the relatively more mature individuals with 
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greater inner resources may find their own ways of meeting the 
situation, while the most seriously disturbed may lack the plan- 
fulness or ability to face problems necessary for seeking and follow- 
ing through with appropriate agency help. A significant propor- 
tion of the most disturbed unmarried mothers seen in agency 
practice, however, really never make a plan for the infant, but 
evade doing this by placing him through a foster home agency. 
The damaging consequences for the child of what so often becomes 
permanent impermanence are obvious. As psychiatric consultation 
is more constructively used, caseworkers in the various strategic 
agencies may be helped to reduce the number of clients incapable 
of planning at the time of the baby’s birth; and when impossible 
at that period, then even afterward, through more activity toward 
this goal on the part of the foster home agency. 


An Unmarried Mother 


As mentioned earlier, the adoption worker’s own personal feel- 
ings are particularly apt to be mobilized, to the detriment of pro- 
fessional objectivity. Unmarried-mother clients may evoke strong 
emotional reactions—overt or disguised—by their impingement 
on the worker’s own unconscious conflicts and attitudes. These 
reactions may assume many rationalized forms, including over- 
punitive and condemning attitudes, an overvehement need to 
champion and rescue, or many other subtler responses. Consulta- 
tion may be sought when the worker senses something amiss in her 
work with a client. The consultant may help the worker to see 
where the difficulty lies in her reaction to the client. This can be 
done only when there are good working relationships between the 
consultant and the casework staff. 

When 19-year-old Dorothy first came to the agency she was 
accompanied by the putative father, 20-year-old Henry, with whom 
she had been living in common-law marriage for over two years 
against the wishes of both families. Henry had been hospitalized 
some months previously to avoid “a mental breakdown.” The 
worker's initial impression was that both these young people were 
emotionally disturbed. She requested psychiatric consultation for 
diagnosis and formulation of treatment goals. 

The consultant felt that there was not yet enough information 
on either of these young people to permit definite diagnosis; there 
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was, however, a possibility that both presented schizophrenic 
symptomatology. The outstanding feature was their sharing their 
illness, as it were, by presenting many similar symptoms. In the 
consultation conference it was decided that it was important for 
the worker to assure Dorothy that the worker would not challenge 
her relationship with Henry, while assisting her to express her 
feelings about the pregnancy and the couple’s stated wish to relin- 
quish the baby for adoption. Dorothy should be seen twice weekly 
and Henry should be offered agency help, too. He should have a 
different worker in order to avoid both the competition between him 
and Dorothy and their need to share their illness. 

The consultant recommended that Dorothy be given a direct 
psychiatric examination, and this took place about a month later. 
The need for this was indicated, in part, by the complementary 
aspects of her and Henry’s illnesses. The consultant's clinical im- 
pression was that of ambulatory schizophrenia. 

The caseworker moved cautiously with Dorothy, offering a good 
deal of support and avoiding too much threat to her defenses. 
Slowly and tenuously Dorothy entered into a somewhat dependent 
relationship which the consultant saw as a steadying factor in help- 
ing the girl withstand the mounting anxiety as she neared delivery. 
The consultant’s recognition of the possibility of a post-partum 
psychosis led to precautionary safeguards through co-operation 
with the medical social service department at the hospital where 
Dorothy gave birth. 

Immediately after delivery Dorothy claimed that she wanted 
to keep the baby after all, partly under pressure from Henry's 
highly pathological reaction to the birth of a girl. Had Dorothy 
been healthier, the worker would have handled this reversal of 
intention differently. As it was, the worker countered Dorothy's 
unrealistic and not too forcefully stated notions as to how they 
could keep the infant by pointing out all the realistic difficulties 
involved. A few days later Dorothy and Henry brought the baby to 
the agency and Dorothy handed her to the worker. Dorothy was 
emphatic that it was ridiculous for them to think they could keep 
the baby and she had definitely made up her mind to relinquish 
her. She then wondered if it might not be best to sign a conditional 
surrender. The worker, relying once more on her understanding 
of this girl’s needs, stated that if she were really planning to give 
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the baby up, it would be easier to start immediate plans for the 
infant’s placement if she would sign final surrender papers that 
day. Her relieved response confirmed the worker’s wisdom, and 
the surrender was signed. 

The theoretical rationale for the worker's activity in this in- 
stance is that Dorothy could not have been helped to move out of 
her conflict had the decision been left entirely with her. This is 
not to be understood as advocating personal bias or judgmental 
controlling activity on the part of the worker depriving the client 
of self-direction, but rather strives to emphasize the fallacy of 
equating worker non-activity with promoting the client’s own choice. 
Instead, acts of omission by the worker can exert decisive influence 
in reducing the client’s capacity for valid choice, sometimes by 
depriving her of a needed external ego-ideal. 

Dorothy continued her weekly appointments with the worker. 
She had been helped to move through a hazardous experience with- 
out its precipitating the frank psychosis which had been a possi- 
bility. During the casework contact there were beginning signs of 
improvement, as well as an incipient shift away from the patho- 
logical tie to Henry. It is likely that the consultant’s knowledgeable 
support and availability to the worker, in addition to the dynamic 
and clinical explanations, significantly helped to reduce the work- 
er’s own anxieties and thereby enhanced her capacity for skilfully 
aiding this precariously adjusted client. 

Dorothy's experience with this agency also illustrates some of 
the effects of another function of the consultant psychiatrist—his 
advisory role in relation to the agency’s treatment policies and 
program orientation. The structure of the agency’s program pro- 
vided for Dorothy’s surrender of her baby to the same worker 
with whom she had formed a sustained and positive relationship. 
This departure from traditional practice grew out of deepened 
insight into the dynamics of relationship and the unconscious 
fantasies and forces entailed in surrendering a baby for adoption. 

Similarly, a changing concept of casework responsibility to un- 
married mothers is shown by the agency’s interest in continuing 
to help Dorothy following the surrender. This change has been 
influenced by the consultant’s share in casework utilization of psy- 
chiatric concepts. Dorothy’s therapeutic response was possible 
through the agency’s acceptance of her as a total person in her 
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own right, and not just as an accessory to the principal client, the 
child. 

The balancing of the interwoven psychological needs and inter- 
ests of the child, the unmarried mother, and the adoptive parents 
is a major challenging task of adoption service. The consultant 
and the casework staff may serve as checks on each other against 
the risks of overidentifying with any one of these client groups at 
too great an expense to the others. It is generally agreed that if 
conflict of interest becomes unavoidable it should be resolved 
in favor of the child. 

There appears to be a most desirable trend toward more and 
better casework to adoptive couples as clients in their own right, 
and toward more and improved selective home finding, so vital 
for the children as well as for the adoptive parents. Diagnostic 
skills of consultants are appropriately included in this important 
segment of adoption agency program. 

In conclusion, I should like to emphasize that psychiatric con- 
sultation is a two-way process. Although its primary purpose is 
to improve agency practice, consultation can offer the participating 
psychiatrist enrichment of his conceptual and clinical understand- 
ing, as well as added ways of contributing to the mental health of 
the community. 
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SOME CONCEPTS IN THE TREATMENT 
OF DELINQUENCY 


Donald A. Bloch 





IN ORDER TO DEVELOP a rational conception of treatment of any 
condition, we need to have explicit hypotheses as to what we are 
trying to modify, and how we are to go about it. Then, if we are 
wrong, we at least have some chance of finding out what we are 
wrong about; and if we are fortunate enough to be successful we 
have some chance of duplicating the experience. It is in this spirit 
that the following conceptions about the treatment of delinquency 
are presented. They are intended as speculative and, hopefully, as 
provocative, with the main attention directed to areas that seem 
to be difficult or obscure. 

Modern psychiatry recognizes that a diagnosis is not a fact, but 
simply a more or less useful construct erected about that biological, 
psychological, and sociological continuum called a human being. 

When we consider the wide range of behavior called delinquent, 
and the diverse personalities of those who carry on the behavior, 
we are hard put to discover a common thread that links them. 
Indeed, one may well raise the question as to whether such a thread 
exists. It is my assumption that one is more likely to find this 
thread if one considers delinquency as an interpersonal integration. 
Essentially, this means that we take the two-group as our unit of 
observation and therefore look on delinquency as an interaction 
between people, rather than as a phenomenon occurring principally 
in a person. 
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An example frequently given of an integration is a dog fight. 
In studying such a fight, one might quite reasonably examine sep- 
arately the neurological and psychological aspects of the behavior 
of each individual dog. A very lifelike and useful sense about 
what is “going on” comes, however, from a consideration of the 
way in which the two dogs are interacting with each other. The 
totality of the interaction we would call the integration. 

Making a diagnosis in this conceptual system involves a shift of 
our attention from the individual to his characteristic mode of 
integrating interpersonal situations.. Since the meaning of the 
integration is derived from the interaction between the two par- 
ticipants, it follows that we become considerably more interested in 
the role of the partner in the integration. Typically, for the 
delinquent the partner may be a:parent, teacher, judge, psychiatrist, 
social worker, or fantasy figure. Returning to our two dogs for 
a moment, we would assess the behavior of one of them in terms of 
the behavior of the other. Thus, the notions we might have as to 
what is “going on” for a particular dog would depend on the 
behavior of the partner. We would make a considerably different 
evaluation if the dog partner were a snarling cur than we would if 
it it were a bitch in heat. Regarding delinquency as a particular 
way of integrating an interpersonal situation has certain implica- 
tions which are relevant to treatment. 

The continued use of an integration depends on several factors. 
It must serve the function of mastering anxiety and, in addition, it 
must help to secure minimal satisfaction of needs. From a genetic 
point of view, we assume that the early childhood experience of 
an individual provides a setting that facilitates the choice of par- 
ticular ways of integrating interpersonal situations. Of chief impor- 
tance in this choice are the characteristic ways used by the parents 
to avoid anxiety and achieve gratification. As the child grows up 
in the context of these parental attitudes, he develops certain expec- 
tations of the world and along with this a battery of techniques 
for molding interpersonal situations in the light of these expecta- 
tions. The expectations loosely correspond to what is usually called 
superego. That is, they represent the aggregate of internalized, 
parental qualities. The battery of techniques for molding inter- 
personal situations may be thought of as integrative tendencies, 


85 














CASEWORK PAPERS 





which have as their goal the avoidance of anxiety and the achieve- 
ment of gratification. It is the chief function of these integrative 
tendencies to mold the interpersonal situation so as to avoid any 
responses of the partner which are apprehended as anxiety produc- 
ing. 

A 17-year-old, of an upper middle-class family, was on probation 
for a serious crime—kidnaping and sexually molesting a young 
girl in the company of some other young boys. The crime seemed 
to grow out of an attempt to cope with mounting pressure toward 
heterosexual intimacy. He was a handsome, sullen, terribly isolated 
youngster whose goal in life appeared to be to demonstrate that 
he did not “need anyone.” The only events that relieved his 
gloomy impassivity were those occasions when he could demon- 
strate how evil someone else was. On evenings when he had nothing 
to do, the usual lonely state of affairs for him, he would go out 
driving in the family car. On one occasion he located a cruising 
police car and began to follow it. When the police noticed they 
were being followed, they circled behind him after some consider- 
able difficulty, and pulled him over to the curb. As they questioned 
him, he rolled down the window and insolently blew cigarette 
smoke at them. He triumphantly related this story to me as an 
example of the way in which the police picked on him. The father 
of this boy is an aggressive, rejecting, and somewhat delinquent 
person. The mother is a weak, inadequate woman who controls 
her dangerous, forbidden impulses by excessive religiosity. 

Substantial data in this and other cases indicate that the smooth 
and unruffled facade of the most severely psychopathic delinquent 
masks considerable and potentially overwhelming anxiety. While 
ordinarily appearing to be apathetic, my patient was restless and 
apprehensive in situations that brought him into intimate and 
close relationships with others, or where there was a hint of such 
needs. At those times he would cast about for, and almost inevitably 
find, some way of converting the situation into a crime-and-punish- 
ment interaction. His anxiety disappeared when this was successful. 
Those things that might make anyone else uneasy functioned to 
make him more comfortable. Much psychopathic behavior becomes 
clearer to us when we recognize that it is anxiety-driven. 

Two other features of the case are worth examining. The first 


86 




















—— 














TREATMENT OF DELINQUENCY 





has to do with the specific sources of anxiety. The original crime, 
that is, the kidnaping and sexual molestation, seemed to grow out 
of a profound sense of inadequacy in heterosexuality. This rested 
on a base of intense difficulty in dealing with his peers or with 
parental figures in any kind of intimate situation. 

A second feature that is valuable in understanding such a case is 
to consider that aspect of the interaction which is constructive and 
gratifying. We are quite familiar with the damaging aspects of 
the delinquent integration, but often we do not recognize that it 
is genuinely an integration, that is, a way of carrying on a task with 
another person—the giving and receiving of the goods of life. 
The delinquent is as entitled as the rest of us to have it said about 
him, “He is operating at the highest level he is capable of at the 
moment.” Thus, in my patient’s experience with the police, we 
notice the provocativeness but may overlook the need to have some 
kind of satisfactory relationship with an authoritative male figure, 
which also plays a part. For this boy, furtive sexual manipulation 
of a resistive girl was the best he could manage in the way of 
heterosexual intimacy at the moment. 


Goals in Treatment 


In terms of the defensive aspects of this integration, we might 
say that the goals are to avoid those situations that made for 
anxiety in early childhood, chiefly situations of need for care, close- 
ness, and intimacy. It is characteristic of puberty and adolescence 
that biological and social pressures act to foster greater intimacy. 
And clinically, we find that the two groups that burst forth in 
symptomatic flower at that time comprise those who have the 
greatest trouble with intimacy—the schizophrenics and the delin- 
quents. The delinquent handles his anxiety, as do all of us, 
chiefly by evoking in other people responses similar to those of 
the parental figures—specifically, in this case, rejection and pun- 
ishment. Failing to evoke rejection, for example, where there is 
an atmosphere of persistent good will and lack of response to the 
delinquent’s provocativeness, he can and does engage in other 
defenses, such as aggression, flight, perceptual distortions, and mis- 
interpretations. Another defense is to assume the punishing role 
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toward himself. Examples of this are the waves of tattooing and 
self-mutilation one sees in training schools. (It is interesting to 
note the similarity in character structure between the delinquent 
and the accident-prone individual.) 

The common thread of the delinquent integration may then be 
that the partner with whom the delinquent behavior is carried 
out responds to it conventionally by punishment and rejection. 
The teacher who upbraids a truant pupil, the policeman who 
beats up a youngster, the community that houses a runaway in a 
jail with adult criminals, the mother who sends her disturbing 
youngster away to military school, the community that segregates 
its delinquents, and the training school superintendent who does 
not notice sadism and red tape, all are dramatically playing the 
classic role of the “partner” in response to the delinquent. The 
delinquent actively participates in evoking this kind of response 
from those around him. It is my thought that he does this in 
part because it recapitulates the early life experience of rejection, 
deprivation, and separation characteristic of the lives of so many 
severe delinquents, and that the process is carried on beyond early 
childhood principally as a defense, to avoid experiencing dangerous 
dependent needs. 

We might consider the delinquent’s view of the world in terms 
of this defensive system. It seems to me that the rejecting, ungratify- 
ing parent of the delinquent’s childhood has, in a sense, become 
internalized into a harsh, unremittingly punitive figure. Carrying 
this particular notion about the real nature of other people, the 
delinquent is constantly on the look-out to defend himself against 
dangerous intimacy and to demonstrate that there is no possibility 
of another kind of relationship. Putting it simply, he is out to 
prove that everyone is either a crook or a sucker or a rejecting 
figure. 

As in other neurotic patterns, the tragedy of delinquency is 
that it is successful, and corrective life experience is avoided. 
Having once been “the children that nobody wants,” the delin- 
quents have extremely effective systems for continuing in that role. 
They are particularly perceptive of unworthy motives or, putting 
it another way, of the forbidden impulses that other people have. 
All kinds of relationships are turned into crime-and-punishment 
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interactions. Along these lines, I would refer to the work of 
Adelaide Johnson and Stanislaus Szurek.1 They have, using a 
different theoretical frame of reference, pointed out the way in 
which delinquent acting out develops in relation to the forbidden 
impulses of the mother; the child acting, as it were, both as her 
agent and whipping boy. 

The defenses of last resort for the delinquent are open, aggressive 
hostility and, finally, flight. For some who are particularly vulner- 
able or who are faced with particularly dangerous situations, the 
last resort may be close to the first resort. This is of considerable 
importance in any treatment program which must be designed 
staffwise and equipmentwise to forestall these episodes as far as 
possible and to withstand them when they occur. 

In the main, this paper will deal with conceptions relating to 
the treatment of youngsters who use this particular technique of 
dealing with people extensively enough to be called severe delin- 
quents. It is worth noticing that one can use an integration to a 
greater or less degree. To analogize with other psychiatric entities, 
all of us engage in some denial and repression, but only those who 
go in for this sort of thing extensively merit the term hysteric. 
Many of us respond to anxiety, on occasion, with a burst of activity 
and some euphoria, which does not make us all hypomaniacs; nor 
need occasional withdrawal and dissociation label us as schizo- 
phrenic. 

In discussing treatment I will limit myself to certain aspects that 
appear to be particularly relevant to this group, with the not always 
warranted assumption that a substratum of recognized services to 
children is available. 

There are several points of attack for a rational treatment pro- 
gram. First of all, as to prevention. If it is true that the over- 
burdened, inadequate, rejecting mother, who is already so anxious 
herself that she is unable to tolerate any demands from her children, 
is the kind of mother who raises delinquents, then measures which 
support such families and which foster good community hygiene 
generally will have some effect on the incidence of delinquency. 


1 Adelaide M. Johnson, M.D., and S. A. Szurek, M.D., “The Genesis of Anti- 
social Acting Out in Children and Adults,” The Psychoanalytic Quarterly, Vol. 
XXI, No. 3 (1952), pp. 323-343. 
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It might be pointed out that this kind of syndrome can occur in 
families that are relatively well off economically. In these families 
the anxiety level is high by virtue of serious interpersonal difficul- 
ties in the family, and punishment and rejection are the chief 
techniques used by the parents with the children. All of those 
things which reduce anxiety levels and tend to foster better com- 
munication within the family and which increase the security of 
the individual members deserve to be considered as preventive 
of delinquency. 

As another aspect of the prevention picture I wish to mention 
the very important work of Dr. John Bowlby? in England. It 
greatly merits intensive study. Briefly, he has been investigating 
the effect on children of separation from the mother and has 
dramatically demonstrated this to be a severely damaging experi- 
ence, particularly for youngsters under the age of 5. Of particular 
importance to us is his observation that even separations of short 
duration produce great changes in object relationship. These 
changes are best seen in relation to the mother and consist, within 
as short a time as a week, of a period of rage followed by depres- 
sion, followed by an apparent normalcy that is not normal at all. 
In this last period the child has difficulty in recognizing his mother 
and has an altered relationship to her and other mother figures. 
Dr. Bowlby notes that this latter response may progress to a psycho- 
pathiclike object relation, and if the separation is continued too 
long it may be irreversible. There is more than a strong hint here 
that the custom of removing a very young child from an unsuitable 
home may be more harmful than helpful, and the practices of 
many protective agencies should be examined in this light. 

For a condition such as delinquency, one may have several treat- 
ment goals. Conventionally, we could schematize these goals as 
follows. First, without changing the integration used by a par- 
ticular patient, we would like to change the content of that inte- 
gration. History is replete with sterling examples of people who 
have used the delinquent integration in socially tolerated ways. It 
was not uncommon for the regular army, in the past, to swallow up 


2John Bowlby, M.D., “Some Pathological Processes Set in Train by Early 
Mother-Child Separation,” Journal of Mental Science, Vol. XCIX, No. 415 


(1953), pp. 265-272. 
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ex-training-school inmates who became good soldiers. The novel, 
From Here to Eternity,3 describes beautifully the way in which a 
delinquent culture can operate in a prosocial fashion. 

A second goal of rational treatment may be to foster the use of 
other integrations which are already available to the patient. A 
boy who can make use of a schizoid withdrawal, for example, as 
an alternative to delinquency, may be encouraged to spend time 
in a forestry camp or to take up a rural occupation. It is to be 
noted that in these two instances there is no thought of personality 
change. In the first case, the patient is helped to use the same 
integration in a different way. In the second, he is encouraged to 
make use of already developed integrative tendencies of another 
character—obsessive, schizoid, or whatever. 

In dealing with an individual delinquent, accurate diagnosis is 
essential. Diagnosis in this sense is a term used to describe an 
extensive assessment of the sources of anxiety in the individual, 
the techniques he has of handling that anxiety, and the circum- 
stance in which each technique is used. We also wish to know 
about the constructive aspects of these techniques, as well as the 
disadvantages. It is quite likely that many of the youngsters coming 
to the attention of our courts and social agencies could be dealt 
with briefly, if this process were available early and were thera- 
peutically oriented. Drs. Peck and Harrower,‘ in the New York City 
Children’s Court, have demonstrated this by offering such a service 
to youngsters at the very beginning of their court experience. Of 
particular interest in this work is the remarkable difference in 
children if they are dealt with immediately after the offense instead 
of after an extensive and often stultifying court experience. We 
need to know considerably more about the ways in which our 
alleged treatment efforts actually operate to make acute conditions 
chronic. 

The greatest single advance in treatment we, as a nation, could 
make would consist of rapid, early, and careful evaluation of each 
youngster as an individual, along with a genuine, consistent effort 


8 James Jones, From Here to Eternity, Scribner’s, New York, 1951. 
+A description of this work was given at the 1954 annual meeting of the 
American Orthopsychiatric Association. 
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to supply his needs as revealed by this evaluation. Schizophrenia 
has been defined as an acute disease made chronic by hospitalization. 
One may fear that a similar situation holds for delinquency. 
Changing the content of an integration may not make it com- 
pletely nontoxic from a social point of view. Many social recoveries 
from delinquency are made in the direction of the fringe social 
groups, or into the nomadic occupations, and so on. These people 
make poor parents. They often raise delinquent children and are 
rarely found on the side of the angels in community affairs. It 
behooves us, then, to consider a more intensive type of therapeutic 
intervention designed to produce more extensive personality 


changes. 


Emotional Responses to Delinquents 


As a first step in this direction, I would like to consider at some 
length the emotional responses to delinquents. I am led to this 
for several reasons. Extensive personality change is produced, in 
part, by a modification of the perceptions of the patient. To the 
degree that treatment experiences reinforce early childhood experi- 
ences, they are damaging, or at least not helpful. They are helpful 
to the degree that they uncover anxiety, build more adequate 
interpersonal skills and integrations. An understanding of our own 
responses is vital to this process. Moreover, it may supply some 
clues to the question of why we do not generally treat delinquents, 
or have so many failures, and why clinics and institutions set up to 
treat them become restrictive and punitive or else get into some 
other line of work. 

In terms of treatment, the potential partner in the integration is 
the therapist, whatever the professional discipline he represents. The 
loose term “mental health worker” will be used here. Some of 
the factors that make work with delinquents difficult for mental 
health workers are derived from the type of personality that chooses 
this profession. Those of us who work in the mental health dis- 
ciplines choose to do so for reasons related to our personalities. 
Although this is probably no more true for the mental health 
worker than it is for bartending or civil engineering, it is par- 
ticularly important in that the major operating instrument is the 
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personality of the therapist. We are forced to be extremely inter- 
ested in what this personality is like. 

It is probably even more dangerous to generalize about mental 
health workers than it is to generalize about delinquency. I would 
like, however, to point to some of the motivations which, it seems 
to me, are particularly hampering in terms of working with an 
aggressive, anti-authoritarian, acting-out person. 

The need to help might be described first on this list. It is not 
new or remarkable to observe that part of this motivation stems 
from a desire to get help with one’s own problems. One of the 
motivations for entering the mental health disciplines certainly is 
such a desire. This can be accomplished fairly realistically, to the 
degree that one is brought closer to professional sources from which 
this help might be gained. On an unrealistic level, many of us 
try to provide patients or clients with what we feel we need for 
ourselves. This sort of vicarious gratification has some advantages 
in that it aids us in empathizing. It provides, however, very 
unsteady motivation for working with groups who are extremely 
resistant to thinking of themselves as needing help, whose own 
self-perceptions do not allow for weakness or for accepting any- 
thing from another. Enforced intimacy may often cause the delin- 
quent to panic. Moreover the therapist, in tedious and unreward- 
ing work with quite resistant cases, may often have his need to 
help severely frustrated. The delinquent is thoroughly familiar 
with the gambit that begins with “I want to do something for you,” 
that has as its middle stage “Why are you so bad as not to let me 
help you?” and terminates with “You are evil because you have 
not let me help you.” 

A second hampering security system on the part of a person doing 
therapy with delinquents might be assigned to the omnipotent- 
obsessional control department. Many of us are comfortable only 
to the degree that we can know what ails everyone around us. 
Our frequent lapses into jargon and assorted other intellectualiza- 
tions are evidence of this. Probably this is related to anxiety stem- 
ming from our own helplessness. The use of verbalizations and 
intellectualizations to deal with this helplessness is a relatively 
neutral device if we are working, let us say, with an obsessional 
neurotic. I say neutral because it is clearly not therapeutic. It is, 
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on the other hand, disastrous if we are working with an acting- 
out delinquent. In such cases we are apt to be frequently and 
nakedly helpless. Our verbal or intellectual efforts to regain con- 
trol are rarely effective in these instances. 

A third source of difficulty is the common tendency to use the 
delinquent for vicarious gratification of hostile, erotic, and sadistic 
impulses. Very often the obligation to be good, understanding, 
friendly, concerned, interested, and nice, burdens the mental health 
worker with the need not to notice his own hostile or sexual 
impulses. Being by nature people who handle things with our 
intellectual and verbal apparatus, we are inevitably gratified by 
the behavior of people who handle similar feelings with their 
motor apparatus. Out of this has grown what seems to be a 
dangerous myth; that is, that the delinquent does what we would 
all like to do. The myth is in some ways correct, but it contains 
an incorrect assumption. That is, that these represent not only 
what we would like to do, but what somehow, if we could free 
ourselves of the shackles of civilization and the restraints of our 
neurotic inhibitions, we all would do. It seems to me more correct 
to recognize that our neurotic inhibitions foster this hostility and 
sadism and do not represent simply the fetters which keep them in 
chains. 

Another difficulty in this area has to do with the fact that often 
people who enter these disciplines come from middle-class back- 
grounds. It is often true that there are marked differences between 
middle-class value systems and those of lower-class, depressed, or 
marginal groups. Moreover, there are differences in communication 
systems—words have different meanings. Needless to say, one must 
be always alert, in an interview situation, to establish mutually 
agreed upon meanings and to have as explicit as possible the goal 
both of the interview situation and the person’s life. As one moves 
out of one’s own socioeconomic niche in society, this problem 
becomes more acute. This may explain why someone who had, or 
has, one foot in the delinquent world, often makes the best therapist. 

Finally, we are often hampered by our own problems in dealing 
with authority and may, as a result, be extremely repressive or 
overpermissive with our patients. It is not at all uncommon for 
a mental health worker implicitly to allow riotous gratification 
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on the part of the delinquent, meanwhile storing up tremendous 
hostility to the point where the relationship explodes and treatment 
is discontinued. It would not be unreasonable to assume that the 
selection of the trade of helping others, and the additional selection 
of that aspect of it having to do with children, would attract people 
who are struggling with problems of their own relationship to 
authority. 


Staff Needs 


What do these observations mean? There is nothing new or 
startling in discovering that mental health workers, as well as 
assorted other people, are motivated in the choice of their professions 
by certain emotional needs and attitudes. At the same time, it is 
also true that one needs to be particularly alert in this field to the 
special kinds of motivations described above. They form part of 
the emotional atmosphere in which the delinquent continually 
lives, and they are partially responsible for his coming to grief 
in therapeutic relationships. The difficulties encountered in setting 
up treatment programs for delinquents are, I am certain, related to 
the above attitudes in communities and professionals alike. 

A rational intensive treatment program might start, then, by 
choosing people who are sufficiently secure to stand the delinquent 
gaff. Having chosen such people, the program will support them 
in a variety of ways. It is wise and correct to encourage in such a 
group a spirit of adventurous exploration. We are nowhere near 
knowing all of the answers, and one should not be burdened by 
the need to know. All of the groups that I have seen that seemed to 
me to be doing a good job had such a spirit. Even under these 
circumstances, dealing with constantly rejecting and acting-out kids 
can be very hard to take. It is vital that the mental health worker 
have constant supervisory support which helps him elucidate and 
deal with his emotional responses to this difficult group. 

Part of the attitude expressed by the phrase “If you don’t want 
me, I don’t want you,” has been dignified by theoretical statement. 
These are the cases that are closed for “gross social pathology.” 
Although no one can begrudge us our self-righteousness when we 
close a case because the client does not want help, those interested 
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in the public weal might wonder if something else could have been 
done. It is worth noting that several groups have been successful 
in devising techniques for dealing with this extremely resistive 
population. I might cite the aggressive casework program that is 
going on in New York City, where repeated home visits are made 
in the face of constant rejection, and where there has been elabora- 
tion of techniques for discovering how to render those services that 
apparently are minimal but symbolically are extremely important. 
The problem of the resistant client has been attacked in other ways 
on the west coast ® and also in New York City,® by using detached 
group workers to work with adolescent gangs. It does seem clear 
that the chair-confined worker is not equipped to deal with the 
more demoralized client. 

Social work seems to me to be a skill in its own right with a body 
of knowledge and techniques distinguishable from those employed 
in individual psychotherapy. It has a vital place in delinquency 
programs in its own right. 

Particular attention needs to be paid to the problems of working 
with courts and law.enforcement officers. I am not certain that 
the separation between probation workers and social workers is 
advisable. Whoever works with an acting-out youngster must come 
to some terms with the problem of authority if he is to be useful. 
Passivity or covert indulgence is no more helpful than engaging 
exclusively in limit-setting and restriction. The addition of psy- 
chiatric services to a bad court will not make it a good court. 
Humanity and justice, as well as respect for the legal rights of the 
individual, must be a part of the legal system. A clear distinction 
as to the roles of diagnosis and treatment on the one hand, and of 
fact-finding and the administration of justice on the other, is 
necessary. 

Basically, good treatment service to delinquent children consists 
of providing good treatment service to all children. The tendency 
to build residences and training schools distant from the homes of 
those being served is deplorable. The observation that small, 
decentralized programs are uneconomical must be met with the 


5 Duane Robinson, Chance to Belong; Story of the Los Angeles Youth Project, 


1943-1949, Woman's Press, New York, 1949. ' 
6 Alice Overton, “Aggressive Casework,” in Reaching the Unreached, Sylvan 


Furman (ed.), New York City Youth Board, New York, 1952, pp. 51-61. 
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comment that it is even more uneconomical to buy something at a 
lower price—in this instance, effective treatment—and not get it. 
Institutions that are removed from the main stream of community 
life are apt to become insular and self-centered. A staff working 
with delinquents needs to get affection and gratification some- 
where, and a very strong in-group that sets itself up as opposed to 
the inmates may develop if the institution does not have living 
ties to the community. 

The concept of a defense in depth on a community level is a 
useful one. There is the utmost need for flexibility in dealing with 
the more serious behavior problems of youngsters. Perhaps this 
can be related most directly to the “acting-out” character of delin- 
quency. It has been suggested in the earlier portion of this paper 
that the hallmark of this condition is the tendency to relieve anxiety 
by action that evokes rejection. It follows from this that any treat- 
ment structure must be flexible enough to cope strategically with 
these defenses and the accompanying anxiety. Not only is it absurd 
to hope to make an omelet without breaking eggs; it is even more 
absurd to try to make one without a bowl to catch the eggs in. 
It is unreasonable to ask that treatment be carried on by a worker 
who is constantly threatened by the prospect that some youngster 
on his case load will require detention facilities or a foster home 
which do not exist. 

We have mentioned that delinquents are characterized by depend- 
ency anxiety. It follows, from this, that those working with them 
need to be aware of the amount of intimacy or distance possible 
without producing panic. A number of techniques are available 
for reducing intimacy in a way that is not damaging to the self- 
esteem of the youngster. Habitually, in his home environment 
intimacy is reduced by punishment or rejection, and in the com- 
munity it is reduced by red tape and segregation. It is a test of 
the therapeutic skill of the worker that he find nondamaging tech- 
niques for “cooling off” the relationship. Redl and Wineman, in 
their books, have described a battery of such devices.’ They also 
have described a number of techniques for therapeutic interference 
with unacceptable “acting out” which are invaluable. These tech- 


7 Fritz Redl and David Wineman, Children Who Hate, Free Press, Glencoe, 
Ill., 1951; also, Controls From Within, Free Press, Glencoe, Ill, 1952. 
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niques are distinguished by being ego supportive and by not repeat- 
ing early traumatic experiences. 

The advantage of a defense in depth becomes obvious. If treat- 
ment facilities are available on the school, child guidance, court, 
and institutional levels, if they are integrated with one another and 
to some considerable degree staffed in a free-flowing way by the 
same personnel, there is an opportunity for a continued, compre- 
hensive treatment program. Anxiety levels are reduced and con- 
tinuity of relationship with a treatment team is maintained. It is 
the tragedy of our treatment services that they duplicate in many 
instances the pathogenic life situation. Very often, as Redl has 
pointed out, our treatment process consists in making someone sick, 
curing the sickness we have created, and then discharging him as 
if we had somehow effected a remarkable change in his basic prob- 
lem. Increased knowledge of the way the delinquent integrates 
interpersonal relationships may eventually help us to stop this 
unhappy process. 
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WHAT IS NORMAL FOR CHILDREN? 


Fritz Redl 





THE QUESTION OF HOW to use the concept of normality is such 
a large one that all we can do, within the limits of this discussion, 
is to review intelligently the most important issues surrounding 
the concept. Two main areas of questions can be identified. First, 
we shall concern ourselves with the concepts of normality. Even 
though terminological speculations are not always welcome, it may 
be worth while to think about some of the various ways in which 
the term “normality” is being used in professional and lay meet- 
ings. Second, an even more fascinating question is: “How do we 
know that a given piece of behavior can or cannot be considered 
normal for youngsters?” When professional workers are asked on 
what basis they make such a judgment, they are likely to become 
involved and to insist that they need a lot of material, the whole 
history, and so on. I do not think that we, in reality, proceed in 
that way. In watching my own reaction when challenged to de- 
fend a statement I have made on the normality of behavior, I 
find that what takes place is something quite different from the 
critical process assumed. Actually, I look at the behavior from a 
variety of angles without being aware of doing so. I have noticed, 
too, in watching youngsters, who sometimes have sharp noses for 
the pathology and normality of other youngsters’ behavior, that 
they occasionally reach quite balanced decisions. But the cri- 
teria they make use of in reaching them are obviously different 
from our professional ones. Let us consider what can be looked 
at, as far as a given piece of behavior is concerned, which might 
give us a clue to deciding what is or is not normal. 
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The Concepts of Normality 


Let me say a few things about the concepts of normality as such. 
There are three concepts of normality currently in use which refer 
to definitely different things. This fact leads to a great deal of 
discussional confusion. 

Concept A: The irritation-ratio concept of normality. This is 
the concept we have in mind when we make statements such as 
“Well, this isn’t normal any more,” as we are likely to do when 
we are disgusted with some especially irritating behavior. The 
utilization of this irritation-ratio concept of normality is one of 
the reasons why, for such a long time, teachers and parents have 
not recognized the difficulties of the youngster whose behavior is 
pleasant, who may flatter their vanity, and who fits into their 
daydreams and expectations; for example, the overcompulsive, 
overconforming child whose behavior appears highly satisfactory 
but who actually on closer view reveals considerable pathology. 
This child does not get help on some of his problems at the time 
when he needs it most. The irritation-ratio concept of normality 
obviously is an inadequate one. In professional fields we have 
long outgrown it, but it still haunts us in certain discussions. 

Concept B: The statistical-average concept of normality. This 
concept implies that what we consider normal is what most people 
in a given statistical block of study would do—what would be 
the average curve arrived at by guesswork, by an estimate, or by 
the most scientific statistical methods. Thus, 50 selected youngsters 
who all happen to have tuberculosis would show that, in this group, 
having tuberculosis is more nearly normal than not having it. 
But obviously this does not mean that they are healthy children. 
This statistical-average concept of normality is frequently used 
and creates confusion, especially in terms of other issues that are 
involved in the third concept. 

Concept C: The clinical concept of normality. This concept 
implies that the terms “normal” or “abnormal” are used to connote 
“healthy” or “disturbed.” In the broad sense, we consider any 
deviation from a desirable state of health abnormal. Even a pimple 
on the nose can be so classified, irrespective of its clinical harmless- 
ness, because basically it is a deviation from the expected body 
process. In a more limited way, the term abnormal is used to 
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describe whatever results in extreme or hard-to-handle deviations 
from health. Sometimes we study a number of disturbances, be- 
cause they are disturbances, though not severe enough for us to 
call them abnormal. We then call them normal disturbances and 
make allowance for them. This may be illustrated by the differ- 
ence between young children’s having the measles, a disease that 
is considered to be normal at certain ages, and their having such 
diseases as cancer or epilepsy. 

Frequently, in discussions of this kind, we become confused 
about the particular concept of normality with which we are deal- 
ing. My suggestion would be that a mixture of five ounces of 
Concept C and two ounces of Concept B would result in the most 
favorable concept. In this discussion I shall be using the terms 
normal and abnormal in this way. I shall be referring primarily 
to the clinical concept of disturbed behavior, and shall include less 
seriously disturbed behavior, while granting that the question of 
statistical average still has some relevance. 

It is important, also, to differentiate between the use of the 
word normal as an adjective for a given piece of behavior and its 
use as an adjective for a person. Here I would suggest that we 
make an allowance similar to that made by most customs officers. 
In spite of the fact that whiskey or cigarettes cannot be imported, 
it is perfectly legitimate to carry a pint of whiskey, two cartons of 
cigarettes, and fifty or a hundred cigars. Similarly, almost any 
child can be legitimately called normal even if he is not com- 
pletely free of minor abnormalities. Most adults have a num- 
ber of strange characteristics or peculiarities. Some people, 
for instance, are afraid of mice, or of something that may exist only 
in their minds. These are obviously instances of abnormality, since 
there is no reason for these fears. Yet there is no reason why 
people should surrender these idiosyncrasies. It is perfectly legiti- 
mate to have a number of abnormal characteristics and still be 
called a normal personality. Making the differentiation between 
a basically normal person who has a number of legitimate minor 
aberrations and the person who has a severely abnormal disturb- 
ance is what requires a detailed differential diagnosis. 

Finally, let us not forget the cultural significance of the term 
that we want the normal ideal, we have certain peculiar mixtures 
abnormal. Obviously, in any given culture, although we believe 
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of acceptances of certain characteristics that, in the true clinical 
sense, can be called abnormal. For instance, in some primitive 
cultures, it is obvious that the psychotic makes a very good medicine 
man. Only a person who is filled with megalomaniacal expecta- 
tions, and who is able to believe that hopping around a patient is 
going to produce magical results, could ever play this role as 
efficiently as he does. In other societies, this kind of performance 
would relegate him to a mental hospital. In our society it is 
obvious that for certain jobs abnormally traced character traits, 
such as compulsive neatness, may be a decided asset without which 
these jobs could not be done. Studies made during the war showed 
that, for submarine duty, persons with a “bad introvertive” 
Rorschach were much better equipped than those with a good one. 
The theory behind this is that people with so much imagination 
that they can hang onto it even when, in times of danger, they are 
forced into inactivity, would be less likely to have a breakdown 
than those who are more outgoing and need opportunities for 
action in order to cope with periods of stress. Without going into 
it in more detail, let me point out that even a clinical statement 
about normality or abnormality does not yet define the precise 
personality traits required for a given job or a given position in 
a given society; and the cultural factors involved must not be over- 
looked. I do admit, however, that these observations are more perti- 
nent to the median group than to the clinical extremes. A child 
with a full-blown psychotic tantrum is still considered a severely 
disturbed child in practically any culture. 


Criteria for Determining Normality 


Let us turn now to the question, “How do we know, when we 
look at a given piece of behavior, whether it should be considered 
more or less normal or more or less seriously disturbed?” What 
we actually use, without admitting it, is a number of short-cut 
impressions by which we get some sense of its degree of normality 
before we even begin to analyze it on a more organized scientific 
basis. 

Before presenting eight “harmlessness” criteria that we actually 
use in daily life, I should like to make an additional comment 
about the diagnostic sensitivity of groups of youngsters. It is by 
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no means true that groups as such are necessarily skilled in sensing 
normality or abnormality. We all know, for instance, how a 
genuine paranoiac can disrupt a social agency, or even a national 
unit, for a long period of time. It may be years before the group 
is even aware of the pathology with which it must deal, and, in 
the meantime, everyone begins to hate everybody else before the 
group realizes what has happend. On the other hand, I have seen, 
especially in work with better-organized delinquent youngsters, 
that occasionally groups of such children have an especially sharp 
and discriminating taste for different shadings of normal and 
abnormal behavior, although I would want to check a bit further 
before I relied on their judgments. Quite often, however, they 
have the skill of sensing the differences in pathology behind people’s 
activities. 

I remember, for instance, a youngster who came to me in 
excitement, quite angry with me for putting another youngster in 
his cabin. He was somewhat the type of the rough, successful, 
little gang leader. He demanded that the new boy be taken out 
of the cabin, saying, “How can you put this kid in here? We are 
going to muss him up for you if you don’t take him out fast.” 
When I asked him why he didn’t want the other youngster he 
said, “Well, he’s a klepto.” I didn’t think I had heard right and 
when I asked him what he meant, he said, “Well, you know— 
a guy what steals.” This was especially funny since the youngster 
to whom I was talking himself had an impressive record of steal- 
ing. I said, “Listen who's talking.” Whereupon my young friend 
said, “No, you don’t understand. This guy’s nuts. He don’t steal 
like us do—you know, he’s crazy. He steals when he feels like 
it, or when he’s mad at his counselor, and then he blabs when he 
is getting sentimental or homesick. He’s just that kind of a guy.” 
I have often found that a differential diagnosis between a neurotic 
basis for stealing and more generally delinquent symptomatology 
can be clarified by exposing youngsters to group experience of 
certain types. Anyway, if youngsters in groups make such a sharp 
distinction, I am interested to find out how they make it. The 
following are some of the criteria which I, imitating them, would 
use in such an assessment. 

No. 1: The developmental index of child behavior. Any given 
developmental phase sets certain developmental tasks for young- 
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sters; and by employing a developmental index, other things being 
equal and carefully checked, the behavior that is in line with the 
developmental trends of a given phase can be identified as more 
nearly normal and clinically less suspect than behavior that is not, 
even though it may be startling. For example, at a certain age most 
children crawl on all fours and no one gets excited about it. No 
one is afraid that this behavior implies abnormality, even though 
we do not concede that such behavior is normal in other phases. 
Moreover, no one is afraid it will be habit forming, because we 
know that the behavior is typical of the phase that the person is 
in and that it will not last. I would, therefore, judge behavior by 
the developmental index in order to determine its degree of dis- 
turbance or normality more correctly. 

No. 2: The stimulus relatedness of behavior. It is obvious that 
some behavior, although it is apparently extreme, abnormal, or 
unusual, and may look, clinically, like seriously disturbed behavior, 
is not really the expression of a disturbance but is actually the 
effort of a healthy personality to ward off something that should 
not be done to it. For example, we usually consider vomiting a 
sign of a sick stomach. But if it happened when you were trying to 
put safety pins down somebody’s throat, I would change my mind. 
In that case the vomiting was the defense of a healthy organ against 
being damaged. Much behavior that looks, on the surface, as if 
it were the indication of severe clinical disturbance is actually the 
defense of a healthy person against being disturbed by something 
that is being done to him, or is a reaction to not having the normal 
psychological diet that everyone needs. Let me mention a few 
examples. We all know that it is the normal child in a given class- 
room who will first act, by proper behavior, to defend himself 
against an illegal degree of boredom to which he should not be 
exposed. We also know that occasionally children use an almost 
pathological amount of lying and denial as a defense. They are 
not necessarily sick. They may have to resort to it because their 
parents are foolish enough to force them to attain perfectionist 
levels for which they are not ready, and this is their way of keeping 
themselves and their parents in reasonably good mental health. 
In short, I would risk the generalization that behavior that is pro- 
portionate to what is being done to the youngster is, under cer- 
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tain circumstances, clinically harmless even though it may not 
appear so on the surface. 

No. 3: Mild doses of displacement for emergency use. People 
frequently cope with problems by working them out elsewhere than 
the place in which the problem has arisen. This obviously does 
not lead to a satisfying solution but it frequently brings temporary 
relief, so badly needed at times. When that is the case, I would 
accept as perfectly legitimate certain mild doses of such displace- 
ment for emergency use. For instance, severe problems of rivalry 
are frequently worked out by children in the play group or in 
the school group, rather than in the home where the working out 
of such problems would be fraught with terrific hazards and guilt 
feelings. The school teacher is frequently burdened with the task 
of being used by gangs for the working out of emancipation from 
home authority at times when the real problem of negative feeling 
for parental authority is much too dangerous to be faced. The 
behavior thus produced may appear extreme in the clinical sense 
or may resemble a psychiatric textbook case. If, however, we 
evaluate correctly what is going on and recognize that there is a 
reasonable amount of displacement for emergency use, the clinical 
evaluation is altered. 

No. 4: Hangover from the recent past. A good deal of patho- 
logical behavior is a hangover from very early experiences and is 
irrational in the context in which it happens. Normal people, 
however, allow themselves some working out, in the present, of 
problems that actually do not quite belong there but have been 
produced in the reasonably recent past. For instance, we find that 
a youngster who gives the picture of a clinically disturbed child 
in a classroom may sometimes only be working out the problem 
of having been confined through convalescence for too long a time. 
Or he may be reacting to a disturbance in his relationship to people 
at home which was produced in a previous environment, although 
the reaction is only now coming into full force in the present 
environment where it seems inadequate and out of place. What is 
recent past, of course, may have to be defined differently from case 
to case. I would risk, however, the generalization that, other 
things being equal, even when it looks clinically seriously disturbed, 
behavior that is actually a hangover from real things that were done 
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to children in the recent past is clinically less harmful and should 
be considered more nearly normal than if this were not the case. 

No. 5: Community mores, neighborhood expectations, and gen- 
eral cultural demands. This is one of the most neglected aspects 
of normality. Some youngsters, for example, are considered hyper- 
aggressive to a pathological degree and may be taken to a psychia- 
trist when, in reality, the amount of aggression they display is 
normal or natural in the neighborhood in which they have to 
survive. Again, politeness is a characteristic that has quite differ- 
ent meanings in different subcultural groups. In a rather fancy 
boarding school where I worked in the guidance department, I was 
puzzled by the amount of politeness which some of the youngsters 
threw at me at a time when I considered this actually a sign of 
lack of confidence. I knew these youngsters well, and yet when- 
ever I came to the dining room they would line up, hold open the 
door and let me float in like the Prince of Wales, offering me on 
a platter the kind of automatic respect which a teacher otherwise 
would not expect to get without battling for it heavily. In this 
case, hyperpoliteness was meant as a compliment related to the 
caste and class difference between the children themselves and the 
teachers and others in positions of authority. In a camp for rather 
aggressive youngsters from tough and disorganized neighborhoods 
the phenomenon of politeness had an entirely different meaning. 
For those youngsters, being polite meant “That’s the way you treat 
the guy you don’t trust nohow.” You are polite toward an enemy. 
When people are acceptable to you, you don’t have to run around 
in a psychological tuxedo all day long and it would be silly to 
act that way. A display of rough and impolite behavior in that 
case did not have the same meaning, nor did it imply hostility and 
aggression. On the contrary, it frequently implied friendliness and 
acceptance, and therefore had to be evaluated quite differently. 
Other things being equal, behavior that has a high affinity to the 
natural community mores, neighborhood expectations, and sub- 
cultural and cultural demands of the natural habitat in which 
the youngsters operate would be considered normal, even when 
the surface behavior seems to be clinically suspect. 

No. 6: Elaborateness of pattern and rigidity score. This is well 
known in the study of neurosis. Behavior of some types is readily 
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recognized as abnormal, because of the elaborate effort the person 
must make in order to maintain it. The difference between mild 
neurotic anxieties about the dark and a genuine anxiety neurosis is 
a case in point. For instance, there is a difference between the 
youngster who is slightly uneasy because he sleeps in a strange place 
and doesn’t have the things that he is used to, and the youngster 
who has a complicated, compulsive bedtime ritual. In the latter 
case the elaborateness of the things that must be done requires 
a terrific amount of psychic effort which in itself betrays the un- 
usualness and extremity of the phenomenon. Again I would sug- 
gest that, other things being equal, the degrees of elaborateness 
in pattern or rigidity of pattern in themselves betray the extent of 
normality or abnormality. 

No. 7: Intensity and spread. This is a difficult criterion to dis- 
cuss briefly. What I want to point out is that sometimes it is not the 
type of behavior pattern which betrays the degree of normality, 
but rather its intensity. We still do not have very good means of 
measuring intensity. For example, there is something about the 
depths of a sulk, the detachment or ferocity of a temper tantrum, 
which would be apparent even in pictures and which differentiates 
the more normal temper tantrum from the genuinely psychotic. 
In short, although the intensity and spread of behavior may be 
of varying degrees and may be related to many items in the young- 
ster’s life, under certain conditions they themselves indicate greater 
or less abnormality or extremeness of disturbance. Certain types 
of clearly neurotic symptoms do not, however, have great spread. 
They are narrowly confined, as for instance in claustrophobia. 
Their rigidity is betrayed in the elaborateness of pattern but in- 
tensity may not be the main issue. Thus, any one of the items 
mentioned here must be seen in connection with the others. 

No. 8: “Budgeability” index and resilience. By “budgeability” 
index I mean the degree to which you can budge a given piece 
of behavior under favorable circumstances. This is important, 
for instance, in regard to youngsters who are given a diagnosis of 
paranoia when actually they are youngsters with a heavy chip on 
their shoulders. They have suffered so much from being pushed 
around that they now meet any new person or new surroundings 
with a high degree of delusional expectation of hostility. There 
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is a decided difference between this type of response and genuine 
persecution paranoia. The youngster with a large persecutional 
chip on his shoulder is able to move it, is able to lighten it (even 
though it may take several weeks or months of counter-delusional, 
active, friendly evidence) if exposed to the right and well-designed 
kind of treatment. The youngster in a genuine psychotic paranoiac 
state will only increase his paranoiac defenses under exposure to 
friendly, consistent, and affectionate treatment, and his behavior 
will not budge even under favorable circumstances. Our problem 
is that we sometimes do not have the opportunity of gathering 
enough counter-delusional evidence to determine whether a given 
symptom can be budged or not. That is one of the reasons why 
we often give up on states called psychopathic or schizophrenic, 
thinking they are hopeless, forgetting that we may not have had 
the chance to pile up enough counter-delusional evidence to know 
whether or not they are hopeless. Resilience is a similar item. 
The degree to which a youngster is able to “snap out” of an ap- 
parent pathological state makes considerable difference. The 
youngsters themselves, for instance, estimate the boy who is in 
great excitement and in dire fright not so much on the question 
of whether he gets into it, as on the question of whether or not 
he can snap out of it. They consider him strange and peculiar if 
he has to stay in the state thus produced for hours or days. In 
contrast is the youngster who may get quite upset, quite wild, and 
quite irrational, but who is also able to settle down if conditions 
change. The latter youngster is able to cope more efficiently with 
whatever has been stirred up in him. Just what this “budge- 
ability” index is, how one can measure it, on what basis the esti- 
mate of resilience can be made, are involved questions. 


Conclusion 


All the foregoing criteria are only flimsy hints for the practitioner. 
They are not meant to be a substitute for a more careful and case- 
history-oriented evaluation of the total life framework of a per- 
son and his behavior. But as practice goes, I think they can be 
helpful at times. I should like to warn especially against another 
abuse of the term normality which occurs frequently and which 
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is smuggled into our conceptual equipment without our noticing 
it. That is the use of the word normality, not as a diagnostic or 
evaluative term but as a guide to what we should do about the 
behavior. So many people consider it unnecessary to do anything, 
once a given piece of behavior is declared normal. This is quite out 
of line with the state we have reached in medicine. A tonsillectomy 
is now considered a normal experience in a child’s life, yet we 
would not leave it to be done by a person who is not trained to 
do it. We would not consider it silly to protect the person against 
damage or infection while he goes through it. We would not con- 
sider that it could be done by just anybody, or that the child does 
not need attention and expert care. The fact that we consider 
such a problem a normal problem does not indicate whether it 
should be taken seriously, or the quality of the attention it should 
receive. In the field of human behavior, unfortunately, we have 
not reached an equal state of reality awareness. Often, after label- 
ing something abnormal, we think that we must attack it with 
all our forces—which is sometimes quite unwise. In the same 
vein, after labeling something normal, we think it is no longer 
important, and that it is silly to pay any attention to it. This is 
where we miss some of our best opportunities both in preventive 
work and in therapy. 
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THE CLIENT AND MEDICAL SERVICES 
IN REHABILITATION 


Louis S. Cholden 





THIs PAPER DEALS with some of the more theoretical aspects of 
the rehabilitation process, rather than with the specific area sug- 
gested by the title. This interest of mine expresses my own 
medical bias, for I am a psychiatrist; and the attitudes and psycho- 
logical problems that seem so fundamental, yet so unexplored, in 
rehabilitation efforts, would seem naturally to be the focus of my 
attention. 

The dictionary defines rehabilitation as the restoration to a 
former state. However, with many of our clients we are not at- 
tempting to restore them to a former state in terms of complete 
physical integrity of the body. Rather, what we are attempting to 
attain is a restoration of the psychological integrity of the indi- 
vidual. We hope to reinstate the person who has lost the full 
use of his sight, his leg, his hearing, or some other functioning 
unit of his body, to a former state of adequacy as a total functioning 
being. We hope to give this individual a life that has fullness, 
vocational direction, internal satisfaction, and the optimal use of 
his potentialities. Rehabilitation, then, is synonymous with an 
effort toward maximal adjustment, or better stated, readjustment, 
of the person who has a handicap. It also implies helping him 
find again a place in society. 

If we understand that rehabilitation, or the state of being reha- 
bilitated, is essentially the external manifestation of a number of 
changed psychological attitudes, an understanding of our failures 
and our problem cases may be facilitated. Rehabilitation is not 
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simply offering an artifical limb. There are inner psychological 
events that must occur between receiving a crutch and accepting 
lameness. We are aware of these things implicitly, and sometimes 
explicitly. However, we do not always act as if we were aware of 
the necessity for psychological change. If we did keep this aware- 
ness in the forefront of our helping efforts, the mysteries of rehabili- 
tation would often disappear. 

For the purposes of clarification, rehabilitation efforts may be 
divided into the following spheres or classifications: 

1. The physical restoration class is that sphere of rehabilitation 
in which we give the patient our best medical help in attaining 
his optimum physical status. In this area are to be found the 
efforts toward arranging plastic surgery, securing artificial limbs, 
hearing devices, and so on for the patient. This class also includes 
whirlpool baths, physical retraining of paralyzed muscles, and ade- 
quate medical consultation. 

2. The educative rehabilitation effort. In this area we attempt 
to teach the client methods of living within his handicap. We 
would place in this classification the teaching of Braille or travel 
skills to the blind, of lipreading to the deaf, or of walking with a 
crutch to the crippled. This group also includes educative efforts 
toward developing vocational, avocational, personal grooming, and 
social skills. 

8. The psychological rehabilitation effort is directed specifically 
toward the psychological status of the client. In this area belong 
our efforts to help the client recognize himself as a handicapped 
person. This would include our work to help him understand 
his limitations and to desire to find his maximum fulfilment within 
them. This is sometimes spoken of in terms of accepting the 
handicap. In this sphere, the client’s interest in traveling the de- 
manding and rocky road toward readjustment is fostered. 

It is my feeling that any of our efforts in the first two classes of 
rehabilitation will be wasted unless we know where we stand in 
relation to the third class, the sphere of psychological rehabilita- 
tion. It is remarkable how much we can do in relation to the first 
two classes. We know many wonderful ways of making weak 
muscles stronger, and we have excellent ideas about such things 
as teaching Braille. But how little we know about making a 
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frightened, handicapped person courageous, or a dependent client 
desirous of independence. 

We are often amazed at the magnificent examples of rehabilita- 
tive success, showing how people have conquered their handicaps 
against great odds and without our help—the blind man in the 
hills of Kentucky, for instance, who builds a house and organizes 
an adequate business alone. Compare this person with the clients 
we all know whe have been unable to do anything independently 
despite the most competent assistance we can offer. The differ- 
ences certainly lie in the psychological sphere; in the psychological 
attitudes of these different people toward their handicaps. It is 
in this hazy land of attitudes, personal feelings, interpersonal rela- 
tionships, and inner life, that I feel we shall make our greatest 
advances in the rehabilitation field. 


Client Motivation 


I should like to limit my attention to an even smaller facet of 
rehabilitation than the wide sphere of psychological rehabilitation. 
It is the problem of the client’s motivation for rehabilitation. This 
is a problem of which all of us are deeply aware, and which is 
basic to any rehabilitation effort. Yet this area of motivation, 
which seems so inevitably basic, has received remarkably little 
theoretical consideration. 

Unfortunately, we sometimes do give the client an artificial leg 
or a white cane, and a few lessons, and then expect him to walk 
or to venture out alone. How often do we ask ourselves how much 
he wants to walk? We are always careful, of course, to have his 
cardiac condition studied; but it is a rare occasion when we make 
so thorough a study of his motivational condition. 

When I worked as a consultant to the State of Kansas Services 
for the Blind, and particularly with the staff of the Rehabilitation 
Center for the Blind in Topeka, I often asked myself the question: 
“How can we best develop the drive for rehabilitation in this 
client?” Or to phrase it differently, “How can I get him to want 
to learn?” or “How can I motivate this person?” The task implied 
by this question was a hard one to face, harder to think through, 
and sometimes impossible to accomplish. 
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I should like to discuss a shift in emphasis in my thinking which 
seemed most fruitful in attempting to answer this question. 

Let us note, first, that the question was stated in such a manner 
as to assume that motivation is an attribute that the client can 
gain through some external effort on the part of the rehabilitation 
worker. Thus, the worker would attempt to give the client moti- 
vation. Through inspirational examples, reassurance, comparisons, 
offers of support, and so on, he would try to impose on the client 
his own desire that the client learn. Often this desire was matched 
by the client’s inherent desire to learn. However, it was not too 
unusuak for the client to resist these efforts, well meant as they 
were. Of course, this failure to accomplish our aim may have 
been related to the fact that the clients with whom we were deal- 
ing were those who had had great difficulty in previous attempts 
at rehabilitation. 

The shift in thinking which seemed useful was the eventual 
recognition that the drive to learn, the inner need to become inde- 
pendent, and a desire to attain maximal fulfilment are invariably 
present in our clients. When we could not discover these drives, 
it was because we had not looked hard enough. This change of 
direction in relation to the source of motivation made consider- 
able difference in our rehabilitation efforts. We could then direct 
our attention, not to stimulating the client, imposing our goals on 
him, or offering him motivation, but rather to releasing his own 
desire to grow. We were then free to focus our efforts on the block- 
ing forces that were impeding the emergence of this maturational 
drive. 

I once heard a staff member ask a question rather different from 
the one he would previously have used in speaking to a client. 
When the client said that he could not do something, the worker 
asked, “Why do you feel that you can’t do it?” Previously he 
might have said, “You can do it, I know you can,” or, “If John can 
do it you can too!” The counselor was now wondering what the 
forces were that were holding this man back from doing this task. 
When he understood those forces he could then attempt to deal 
with them. 

One of the questions suggested for discussion in this meeting 
was, “How is motivation built and/or sustained?” As a result 
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of this shift in emphasis I have been describing, I feel that this 
question is essentially invalid. The motivation is there. Our con- 
cern must be directed toward removing the blocks that lie in the 
path of the full utilization of the client’s inherent motivations. 


Inhibiting Forces 


What are the forces that are most commonly seen to block the 
desire to progress to this higher state of independence that we 
call maximal adjustment—the end point of our rehabilitation 
efforts?’ A common one is the feeling the client may have, after 
acquiring a handicap, that he can never be accepted by society. 
Consequently, he sees no reason why he should make the difficult 
effort to reorganize himself in another way. Another common 
block to rehabilitation efforts is the desire to remain dependent. 
It is remarkable how frequently, out of a sense of guilt, society will 
cater to the dependency needs of a client. Again, his own stereo- 
typed attitude toward his handicap may impede rehabilitation 
efforts; for example, that the arthritic is repulsive, the cardiac can- 
not walk the stairs, the blind are all beggars, and so on. There 
are many other blocking forces that inhibit the emergence of the 
drive toward independent existence. 

So often are these inhibiting factors related to social fears or 
familial problems, that it seems the social worker is the one who 
can best understand, and plan for dealing with them. Many of 
you have had experiences in which families of clients have actu- 
ally resisted and sabotaged efforts directed toward helping the 
client to become independent. You must recognize how these 
pressures affect the client’s desire to change. 

The one thing that seems clear to me is that each person, no 
matter how regressed or unprogressed he is, has a drive toward 
mature independence. Such a drive was seen to be operating in 
a man of 32 who had been spoonfed by his mother since childhood. 
He was congenitally blind, and we had to teach him to eat. One 
might think that if he had a desire to feed himself he would have 
done so before he came to us at the age of 32. But he had not 
done so. It was important for him, as it is for each of our clients, 
to get the feeling that as friendly and interested people we be- 
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lieved in his desire to change. Once a person is aware of such 
belief—and he will test it in many different ways—he will obtain 
reinforcement enough to operate on this belief. This reinforce- 
ment, which can result from the attitude of the social worker or 
counselor, often gives the client the courage to deal with the forces 
that block and inhibit his motivation for rehabilitation. 

Rehabilitation is the external manifestation of a number of 
changed inner psychological attitudes in a handicapped person. 
We now recognize one force—motivation—as being primary both 
in the external changes and in the inner psychological changes. 
Success in the first two spheres of rehabilitation will be a measure 
of the motivation present. The client who desires to learn will 
make the inner psychological changes that will allow him to learn 
to the best of his ability. He will then be able to utilize our 
physical and educational rehabilitation efforts. 

















GROUP TREATMENT OF THE UNMARRIED MOTHER 





Beryce W. MacLennan 





THE PROJECT DISCUSSED in this paper was undertaken in an effort 
to learn more about the unmarried mother and her problems.’ 
Ie Those of us who work with her have been aware that the girl who 
becomes illegitimately pregnant usually is acting out her under- 
LA” } lying conflicts; yet it has been particularly difficult to engage this 
NY client in any kind of treatment beyond environmental planning 
for hospitalization and for the disposition of the baby. We had 
noticed that, in the shelters for unmarried mothers, the residents 
carried on a great deal of undirected discussion that revealed con- 
siderable anxiety. We believed that this anxiety might be channeled 
and dealt with more effectively in planned group discussion. 
With these things in mind, we decided to set up two different 
nN kinds of groups for girls living in shelters: (1) for those who were 
awaiting delivery, and (2) for those who had delivered their babies | 
and who had made their decisions regarding keeping the baby or | 
giving him up. I shall not discuss, except incidentally, what light 
this experiment has thrown on the psychodynamics of the unmar- 
ried mother. This presentation will be confined to an examination 
of how these groups were set up, what problems were encountered, 
what benefits were achieved, and what qualifications are needed by 
those who plan to lead such groups. 
The first groups were formed in the spring of 1952. Prior to 
that, the agency had scrutinized the case load and had given the 


‘\ 


1 This experiment has been carried on by the Youth Consultation Service of 
the Episcopal Diocese of New York over the last three years and has been 
financed by the Grant Foundation. 
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total agency staff some understanding of what group therapy entails 
and what it can and cannot do. Mr. S. R. Slavson served as con- 
sultant and the groups were led by a therapist, a senior staff member 
who had had previous experience in leading groups. 


The Five Prenatal Groups 


The first group of mothers who were awaiting delivery was formed 
at St. Faith’s Shelter in Tarrytown. It was decided to work with 
this group on a guidance and supportive level of treatment. We 
believed that any attempt at more intensive therapy during preg- 
nancy was contraindicated because, first, the anxiety or other emo- 
tional disturbances that would inevitably be aroused might be 
harmful to the health of the girl and of her baby and, second, 
during pregnancy there is a pronounced withdrawal of interest on 
the part of the mother from any problems not directly concerned 
with herself and her child. It was hoped, therefore, that the group 
process could achieve the following purposes: (1) channel the discus- 
sion that was already taking place about all the problems these girls 
were facing at this critical time; (2) provide an opportunity for 
catharsis and abreaction of feeling; (3) supplement the individual 
casework interviews by providing an opportunity for interchange of 
information and for clarification of feelings and ideas about the 
decisions that had to be made; and (4) help decrease the girls’ feel- 
ings of aloneness and speed up their ability to identify with one 
another. 

Because this was a new and experimental group it was decided, 
after discussion with the director of the shelter, that we would 
include only Youth Consultation Service clients. The girls were 
carefully prepared by their caseworkers, and the group was inter- 
preted to them as a place where they could discuss whatever they 
wished. They were also told that it had been found that one could 
learn a great deal from sharing one’s experiences and ideas with 
other people in a group setting. Before starting the group sessions, 
the therapist herself spent one day a week at the shelter for several 
weeks so that she would be well known to the girls. 

All the Youth Consultation Service clients in the shelter attended 
the first meeting. The group immediately became such a popular 
part of the shelter program that the other residents requested that 
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they be permitted to attend. Beginning with the third meeting, and 
after we had gained the permission of the other agencies that used 
the shelter, the group was thrown open to all residents. This was 
an “open end” group which lasted from March through July, 1952. 
Girls were accepted into the group at any time and left either at 
the point of giving birth or when they left the shelter. Twenty 
sessions were held and 28 girls, ranging in age from 14 to 25 years, 
came to the meetings. Because the average length of stay in the 
shelter is from three to four months, no girl attended more than 
11 sessions, although a large number attended that many. The 
largest attendance at any one session was 14; however, it was con- 
sidered that maximal participation was achieved with a group ot 
six to eight girls. 

Ths first group was so successful that a second group was planned 
for the fall of 1952. However, this group was not formed until the 
spring of 1953 owing to the loss of the therapist. It was open to all 
the girls living in the shelter. It proved much more difficult for 
this group to get started than had been true of the first group, 
possibly because the preparation of the girls was minimal and the 
new therapist was relatively unfamiliar with the problems facing 
unmarried mothers. The delay may also have been related to the 
fact that these girls had great difficulty in taking part in any group 
recreation and tended to spend most of their time in solitary activi- 
ties. It was not until we introduced craft material as an aid in 
reducing anxiety that the girls were able to relax and to settle down 
to serious discussion. A fairly successful group was finally achieved 
and also managed to stimulate more group activities within the 
shelter. 

It was apparent, however, that this second group did not stimu- 
late as much meaningful discussion as had the first. Hence, in the 
fall of 1953, we decided to attempt the organization of a third 
group in which no crafts were included. Attendance was again 
restricted to Y.C.S. girls and, as an experiment, girls were to be 
served individually by the same therapist. This group held 12 
sessions and was attended by 17 girls. Again the maximum number 
of sessions attended by any one girl was 11. No new girls were 
added after the seventh meeting since it was thought that the girls 
attending had developed so much group feeling for each other that 
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to introduce new girls to this group would be disturbing and might 
retard the progress they were obviously making. Out of the 
experience with this group, it was definitely concluded that an 
economy in casework could be achieved. When the girls are all 
treated individually by the same worker, the casework interviews 
can, in general, be reduced to one every two weeks instead of one 
a week without any apparent loss. 

Because this was an experimental project, however, we decided, 
in setting up a new group in January, 1954, to assign the Y.CS. 
girls to several different workers, including the therapist, and then 
to evaluate the two different methods. This group is still continuing. 

In the fall of 1953 the Washington Square Shelter permitted us 
to form a group there. We were grateful for this opportunity to 
check our findings on these shelter groups against those in another 
setting. This group, which was started in February, 1954, has been 
established as part of the general Washington Square Shelter pro- 
gram. It is open on a voluntary basis to all the residents irrespective 
of the agency to which they go for individual treatment. The 
therapist carries no cases individually but did meet with the girls 
before the group started; and the Y.C.S. girls were thoroughly pre- 
pared by their regular caseworkers. 


Discussion Content 

On the whole the discussion content of these five groups has been 
much the same. The girls have first discussed less emotionally 
charged material such as house routines, cliques in the house, how 
to help new girls become acclimated, and what goes into group 
living. They have next talked about whether to care for the baby 
after delivery, their feelings about the baby’s sex, and whether to 
tell one’s future husband that one has had an out-of-wedlock baby. 
Deciding whether to keep or to give up the baby is naturally a 
major preoccupation with these girls and in the group discussions 
it has come up again and again. In the meetings the girls bring 
out their tremendous guilt about becoming pregnant and their 
feelings about having people know about it. They talk over their 
fears of pregnancy and their need for sex instruction. Usually they 
talk about their feelings for their social workers and their relation- 
ships with their parents and siblings. 
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Often, as the group progresses, one sees a change in a girl's feel- 
ings toward herself and her family. The girls are concerned about 
their own ability to bring up their children, and almost always 
resolve that they will do a better job than their parents. A few 
girls discuss their relationship to the father of the baby and some of 
them are able to express strong hatred for him. Sometimes they 
give a tentative explanation of why they became pregnant and even 
express the feeling that unmarried motherhood is no accident. 
They reveal some concern about the birth certificate and about what 
will happen at the hospital. They want to know all the legal 
implications of adoption, the ways in which the mother and the 
baby are safeguarded, and reveal fears about what will happen if 
the baby is later found to be abnormal or if the mother herself 
changes her mind about releasing the baby. It appears to be easier 
for these girls to reveal some of their anxieties in a group situation 
than in individual interviews, and often the questions that one girl 
raises are of value to the others. Finally, the girls are inclined to 
discuss some of their feelings and problems in relation to their 
return to the community. 

At St. Faith’s Home the girls are required to care for their babies 
for two weeks after birth—unless such care is medically contraindi- 
cated—in order to give reality to the baby and to the girl’s decision 
about whether or not to keep him. The following is an example of 
the kind of discussion that takes place. In talking this requirement 
over, one of the girls commented, “Two weeks is so little time. 
Everyone wants to be with the baby as much as possible.” The 
therapist asked the group, “What are the plus and minus values of 
staying with your baby for two weeks?” Jean said, “At two weeks 
babies begin to focus. I think that is the time to give them up. I 
couldn’t bear it if I felt that my baby looked at me and recognized 
me.” Peggy said, “I don’t know.” Jo asked, “I wonder if they 
know us? Maybe it doesn’t make any difference. Maybe they don’t 
know or care. Perhaps it doesn’t matter.” There was a silence, 
then the therapist said, “It matters very much to give the baby the 
love and care and closeness it needs. It is good for both of you.” 
Mary then said, “I'wo weeks is just right. If you stay longer, you 
would get too fond of her.” 
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Evaluation of Group Discussions 


In evaluating these five groups, we believe that the discussions 
have benefited the girls in several ways. The girls have gained sup- 
port from being members of the group; they have obtained concrete 
help from one another and have stimulated more co-operative 
activity within the house. The group tends to make all the girls 
more active participants in the life of the house, reduces their ten- 
dency to remain in their rooms, and helps them to work through 
some of the hostilities they have toward each other. It also enables 
the workers to see more clearly the interrelationships among the 
girls. There is a two-way flow between the group and the indi- 
vidual interview which proves stimulating to individual treatment. 
The group also enables the girls to be more realistic in their plan- 
ning and helps them to clarify their feelings about the adoption of 
their babies. In some cases it helps the girl become aware of the 
fact that she has a problem, apart from the immediate crisis, and 
it increases her readiness to undertake more intensive treatment 
after the decision about her baby has been made. 

Occasionally a girl who has not been able to use individual treat- 
ment has been able to derive considerable benefit from the group. 
One or two girls in each group, however, have been so seriously 
disturbed that even a group of this nature has not been good for 
them, and we have discouraged them from attending. 

Our experiences have shown that there are certain definite con- 
ditions that have to be observed in order for these groups to function 
in a satisfactory manner: (1) The therapist must be a well-trained 
person who can quickly achieve a dynamic understanding of the 
girls; who knows how to handle groups and can maintain discussion 
at a certain treatment level; who understands the special problems 
of unmarried mothers, and who is at ease in working with them. 
(2) The shelter staff members and the caseworkers of participating 
agencies must be wholeheartedly in favor of the project so that, 
from the very beginning, the girls get the feeling that the staff 
believes that the group will be helpful to the girls and wishes them 
to try to use it. Both shelter staff and caseworkers should be pre- 
pared for occasional negative reaction, anxiety, or misrepresentation 
of what happens in the group. It is sometimes hard for a case- 
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worker, when a girl complains about what happens in the group 
situation, not to overidentify with her and to become indignant. 
It is important, however, that this not occur, for often the distortions 
pertain to material that is significant and can be used in helping 
the girl to disentangle her confusions. It is also important that good 
psychiatric and group therapy consultation be available so that any 
difficult situations can be promptly handled. 

I have been asked whether a person with no psychiatric or case- 
work experience can lead these groups and whether the director of 
a shelter can, with no other facilities available, run these groups 
herself. From what I have already said it is clear that I consider 
that there are serious risks in an untrained person’s attempting to 
lead these groups. With regard to the shelter director, it is my 
opinion that, although the girls may feel very close to her and 
may confide in her, she also represents authority in the shelter 
and her dual role as group leader and director is likely to be con- 
fusing and disturbing to the girls. I do believe, however, that where 
a shelter is run on permissive lines, it may be helpful for the director 
to lead a group centered on the problems related to shelter routines. 

As has already been stated, these five groups were organized in 
three different ways: (1) The total shelter group was included and 
the therapist carried no cases; (2) the group was confined to girls 
belonging to a single agency within the shelter and the therapist 
carried a few cases while other caseworkers carried the rest; and (3) 
the group was confined to a single agency and the group therapist 
also carried all the cases individually. At this point, it is hard 
to evaluate the different methods because of the differences in the 
girls composing the groups and the differences in the therapists. 
(Three therapists have taken part in this project.) My opinion is 
that in a small shelter it is essential for all the girls to be permitted 
to come to the group. In a large shelter, like St. Faith’s, it is possible 
to run the groups for just one agency's clientele without arousing 
feelings of being excluded on the part of girls from other agencies. 
There are certain definite advantages in having the group therapist 
also work individually with all the girls. She can thus know more 
about them than she could possibly know about another worker's 
clients. They are already at ease with her before they come into 
the group. Greater economy in casework time is possible, and this 
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arrangement eliminates completely the temptation for the girl to 
use the group as a resistance to individual treatment. 


The Postnatal Groups 

In contrast to the shelter groups described above, the postnatal 
groups present a much more controversial problem of evaluation 
because the task they attempt is a much more difficult one, and the 
results are much less definitive. After the decision about the baby 
has been made, and particularly when the baby has been sur- 
rendered for adoption, the girl’s natural tendency is to try to forget 
the whole painful experience. It is at this point that caseworkers 
attempt either to get the girl to look at her pregnancy, not as an 
isolated incident but as an expression of certain problems in her 
total personality, or to hold her in a supportive contact over the 
next few weeks or months until the rosy glow of relief at having 
finished with such a painful experience disappears and the old 
difficulties that the girl knew before begin to reappear. In fact, 
however, about 75 per cent of the girls are successful in their 
attempts to break away. Of the girls who remain in treatment 
probably over 50 per cent are schizophrenic or are of extremely 
limited intelligence. 

It was with these facts in mind, and in the belief that a large 
number of the girls who broke away could use help in making a 
more satisfactory adjustment if the initial resistance could be over- 
come, that the decision to form a group of unmarried mothers 
during the postnatal phase was made. This was planned as a 
therapy group to function on clarification and insight levels. Cer- 
tain minimal criteria, largely for excluding girls, were set up since 
we were not certain who would be able to use this form of treatment 
and who would not. We began by excluding girls with less than 
average intelligence, schizophrenics and borderline schizophrenics, 
psychopathic personalities, girls with organic disorders, overt homo- 
sexuals, and those who were so rigid and controlling that they 
probably would be destructive to the group. The original age limit 
was from 16 to 26 years. We soon discovered, however, that this 
was too wide a range and we raised the lower limit to 19. We 
accepted girls of all races and religions, all economic levels, and 
those who had either given up or had kept their babies. 
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Three groups were formed: in 1952, in the spring of 1953, and in 
January, 1954. Although in each instance a small number of girls 
attended regularly and appeared to benefit considerably from the 
group, we have continued to be concerned about the difficulties we 
have encountered in involving the girls in the group process. The 
more homogeneous the group was, the more likely it was to develop 
a favorable group climate. For instance, our most relaxed meetings 
have been attended by all white or all Negro girls. Great differ- 
ences in intellectual level are a definite barrier to good group 
understanding, owing not only to the speed with which the more 
intelligent comprehend, but also to a difference in type of thinking. 
The girls who are able to conceptualize become impatient if they 
are placed in a group with girls who are able to express their 
thoughts only through events or imagery. The most important bar- 
rier we have found, however, has been the difference in the decision 
made about the baby. It appears that making this decision is such 
a painful experience that, regardless of what the decision may be, 
the guilt around it and the envy of the other girls split the group 
and prevent it from unifying. The girls who have given up their 
babies are overwhelmed with longing for their children when they 
talk with the girls who have kept their babies; and the latter are 
envious of the girls who seem to be so much freer because they gave 
up their babies. The latter are able to continue their education or 
to take any job they want; they are not tied down and usually have 
more money. Also, when they marry they will have a choice as to 
whether or not to tell their husbands about the experience. When- 
ever we have attempted to put these two groups together, one or 
the other group has dropped out. 

This spring we have been attempting to utilize much more rigid 
criteria of selection in group formation. For one group we are 
accepting only girls who have given up their babies for adoption, 
who are psychoneurotic or who have neurotic character disorders, 
who are above average in intelligence, and who are aware that they 
have a problem in personality adjustment even if they are resisting 
this awareness. We are also considering the possibility of com- 
bining in one group girls who have experienced out-of-wedlock 
pregnancy and other girls who show similar dynamic problems and 
who have had some heterosexual experience. Up to this point, the 
major problem of involving the resistant unmarried mother in 
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treatment postnatally still remains and has not been solved by 
group, any more than by individual, treatment. Indeed, we have 
found that, in general, those girls who refuse individual treatment 
do not come to the group either, and those who are accessible to 
the group are already in good individual contact with a worker. 

In spite of these difficulties, a number of girls have benefited con- 
siderably from these groups. The following material reveals some- 
thing about the kind of group discussion which has occurred and 
about a few of the girls who have attended regularly. 

Leslie, aged 23, was the elder daughter of an insurance broker. 
Her mother was a cold, snobbish woman who felt that she had lost 
status through her marriage and was martyred by every demand 
made upon her. Her father was disappointed in himself and felt 
inferior to his wife. Both parents had very much wanted a son 
and had attempted to make their first child substitute for the boy 
they had never had. They were much more accepting of the 
younger daughter, and Leslie felt that her sister could get away with 
anything while she had to do exactly what her parents wanted in 
order to please them. She could not express negative feeling 
directly but needed both to conform and indirectly to rebel and defy 
her parents. This is a common pattern among unmarried mothers 
and seems related to their feelings of being inferior and unlovable. 
In the following discussion Leslie examines her relationship to the 
father of her child and begins to become aware of how he was used 
to express part of her problem: 

“Leslie said that Milton meant nothing to her now. She thought 
that he had been just an instrument and now she didn’t want to 
have anything to do with him. Before she left home she had 
always felt she had to do just what her parents told her. Then 
when she returned, after having been away for two years, they 
had wanted everything to be just the same and she had been furious 
with them. She thought that she had gone out with Milton just 
because they were so nasty about him and she had wanted to defy 
them. Mary said that it was the same with her. Her parents had 
never approved of any of the boys she had gone with. She had 
always accepted their judgment and had never learned to form her 
own opinions. She had been angry at her parents and wanted to 
defy them.” 
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Mary is a psychoneurotic girl who is overattached to her father. 
Her mother died when Mary was 4 years old and her father remar- 
ried soon afterwards. In the following, she has just moved away 
from home and is discussing this: 

“Mary said that she felt so relaxed now, living on her own. She 
had hardly thought about her family at all. She repeated this 
several times and the therapist commented that it seemed as if she 
felt that she ought to be thinking about them. Mary said that she 
did feel guilty about not worrying more about them. She had left 
her father in a bad situation and, by leaving him, she felt that she 
was letting him down. Jean said matter-of-factly that Mary could 
not live her father’s life for him, that he had chosen to marry her 
stepmother and it was his problem to work things out. Mary 
replied that she thought her leaving had made her stepmother 
worse. Jean pointed out that the stepmother would use something 
else to get upset about if it were not Mary, and used as an example 
the time when Mary’s brother had married.” 

In these groups the girls reviewed their feelings with regard to 
the decision they had made about their babies. They began to 
understand the meaning of their pregnancy in terms of their rela- 
tionships to their families, their characteristic patterns of behavior, 
and how these patterns appeared in all the different areas of their 
lives. They learned to understand their parents better and to feel 
differently about them. 

We consider that the use of group discussions for unmarried 
mothers during the prenatal period is not only valuable in itself 
but also as a means of making economies in the use of casework 
time. On the other hand, although the girls who have been able 
to use the groups during the postnatal phase have gained consider- 
able help from them, these groups have been no more successful 
than individual treatment in involving the resistant client. Unmar- 
ried motherhood is in many cases the acting out of a problem in 
interrelationships. As in all character disturbances, the first thera- 
peutic task is to help the client recognize her behavior as a symptom 
of an intrapsychic problem and not merely as a troublesome social 
situation. Whether we attempt to work with individuals directly 
or through the group, we still have much to learn about how to 
involve these difficult, resistant clients in active treatment. 
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Discussion by Marion L. Sheridan 


Mrs. MacLennan has presented vividly the need for and the use 
of a skilful and effective method of giving service to the unmarried 
mother. She has shown us the many values to be realized from the 
integration of group treatment and casework in shelters for unmar- 
ried mothers—help during pregnancy; help after confinement, if 
they will accept the service offered; and economy in use of casework 
time. ‘ 

The study that has been described is closely identified with 
present-day concerns of the whole field of social work. I am not 
planning to discuss the aims or methods of the study, for their value 
is apparent. There is an urgent need, as we know, for more skilful 
and more adequate casework treatment service to the unmarried 
mother. With increasing knowledge of human behavior and with 
our growing acceptance of the different ways in which each indi- 
vidual approaches his social and psychological problems, we have 
learned that the unmarried mother needs a variety of services rooted 
in sound casework methods and, in many instances, she also needs 
the skill of direct treatment, if she is to return to her community 
with some degree of positive feeling and with some inner strengths. 

Another area of this experiment which is of particular interest is 
the agency’s use of the group method in giving treatment. There 
is a great need in social work today to find more economical ways 
of administering a service and, as Mrs. MacLennan has stated, the 
group method was successful in that it gave the service sought and 
also made it possible to save casework time by reducing the number 
of individual interviews usually thought to be essential. 

I believe that we can all agree on the validity of this experiment 
and of others like it, since they make possible an evaluation of the 
kinds of services and specific skills needed to help unmarried 
mothers. But I also believe that their ultimate worth depends 
upon how these highly specialized methods can be utilized and 
extended to larger units of these services throughout the country. 
We must admit that there are but few places in the United States 
where group treatment such as that described is available to the 
unmarried mother. Only in the largest of our cities do such highly 
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specialized agencies and such well-qualified staff exist. The costs 
of such services and the dearth of qualified social workers and 
therapists who will practice in non-urban areas make this needed 
service prohibitive in these areas. Although experiments of this 
kind represent important goals to be achieved, we who work far 
from these sources must raise many questions as to their usefulness 
in our more agrarian cultures and in our less populated regions. © 
Statistics tell us that one-half of all unmarried mothers come from 
rural areas. How can we realistically develop such facilities in 
non-urban areas, where there are too few resources, and where there 
are too few unmarried mothers in any one community to justify the 
establishment of a highly specialized service? 

We are all impressed with this growing social problem of the 
unmarried mother, for it is not only a matter of too few facilities, 
but also of the need for broadening our concepts of this problem 
and of sharpening our tools to give more productive service. The 
remedy for many gaps in our social welfare planning is not avail- 
able and will not be available until basic services of relatively equal 
quality are offered to all who need them. Through the provision 
of these services, we may be better able to understand and to deal 
with the problem of the unmarried mother and, may I add, the 
unmarried father, and their place in the total picture of unmet 
human needs. 

I am deeply moved by the increasing number of very young 
unmarried mothers whose homes are in areas of our country where 
community services for them are lacking. In my own state there 
are large counties where no basic services are available, and where 
an unmarried mother who comes to the attention of a public official 
or of a civic-minded citizen may be sent to an institution many miles 
away from her home. Sometimes, I regret to say, this plan has the 
ulterior purpose of providing someone with a baby for adoption. 
Many communities in my own state and elsewhere claim that they 
do have services for such cases since there are social and health 
agencies that are offering help with environmental planning. In 
too few communities is there a service that recognizes and meets 
the unmarried mother’s essential needs for adjustment to the situa- 
tion in which she finds herself. We professional social workers may 
have our different opinions as to which methods of giving help are 
most valuable and efficacious to the client, but none of us can deny 
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the fact that no service to the unmarried mother has yet been 
developed which is adequate enough to begin to care for the known 
needs, to say nothing of the unknown ones. 

How can experiments of this nature make a contribution to the 
problem of filling the gaps between what is ideal and what is pos- 
sible? How can we help our agencies and our communities to build 
a structure of services which will support more desirable practice? 
I shall mention briefly a few steps that are being taken in that 
direction. 

The profession of social work is beginning to view this field of 
service on the “wide screen.” It is deepening its concepts of the 
needs of the unmarried mother, strengthening its agencies and 
institutions by broader policies, and becoming aware of its responsi- 
bility for taking the risk of trying to change community thinking 
about this social problem. 

We shall gain better perspective if we look first at community 
attitudes about the unwed mother. We shall then see that much of 
her stress, frustration, and bewilderment, her need to hide or to 
run away and to punish herself, arise from the attitudes of her 
family and friends, and these frequently are derived from the com- 
munity’s feeling about illegitimacy. She suffers chiefly from the 
punitive way in which society makes her a victim of its need to resist 
an infringement on its cultural pattern. A service to unmarried 
mothers could well afford to undertake to help the community as a 
whole to understand the emotional stress and pressure this problem 
creates and to know that this is a problem in personality adjust- 
ment, just as is any other act of overt behavior, and not, as Mrs. 
MacLennan has said, just “a troublesome social situation.” How 
far are we willing to take responsibility for correcting the negative 
social attitudes of our citizens toward the unmarried mother and 
for inculcating in them better concepts of social justice? 

We need also to recognize the lag in both public and private 
agencies, which move all too slowly toward integrating the existing 
services. The lack of basic services in many counties of our nation 
is indicative of this lag, for if basic services were available in widely 
scattered and sparsely settled communities, they could support a 
qualified central intake and referral center, well able to draw on a 
wide range of resources for the unmarried mother, provided that 
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those resources were amply equipped and well enough integrated 
with other services to give this additional coverage. 

We should also take more responsibility for informing the public 
of what we know to be the extent of the unmarried mother prob- 
lem, and its psychological nature. When we are ready to build 
agencies and to educate the public about the variety of services 
and skills that best meet the needs of the unmarried mother, then 
we have taken the first steps. We know that, although the common 
problem for each unmarried mother is having a baby, each will 
meet that problem differently, according to her national and racial 
cultural patterns, her family and social relationships, and her own 
characteristic pattern of behavior. In terms of this experiment’s 
usefulness to larger areas of unmarried mother services, we can, I 
believe, feel assured that it has practical validity for those agencies 
that are able to make use of its findings. For many years to come, 
however, services to rural areas will be inadequate. Might it not 
be that, from a long-range and comprehensive point of view, these 
areas could be better served if we, as a profession, were to mobilize 
our efforts toward creating and nurturing a quality of community 
understanding and compassion for the unmarried mother—the kind 
of understanding which would develop support for and conviction 
about the services and skills necessary, and which thus would 
eventually help to prevent as well as to alleviate the problem? 
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TWO PROBLEMS IN CASE RECORDING 


Louis J. Lehrman 





MANY CASE RECORDS are unwieldy and unintelligible. I do not 
intend to survey all the reasons why this is so, but I shall discuss 
two of them. 

The first reason is the somewhat fetishistic attachment of many 
supervisors to process recording as an end in itself. Unless the 
case records that such a supervisor reads are recorded in processed 
form, he becomes uneasy and feels that the worker is not record- 
ing in a professional manner. He therefore places the worker 
under great pressure to record process, whether or not there is an 
objective necessity for it and regardless of the worker’s matura- 
tional level. For the supervisor to manifest the same degree of 
devotion to process recording at every stage in the supervisee’s 
development is educationally disastrous. The administrative costs 
are certainly enormous. Eventually the case records that he com- 
pels the worker to write become as difficult to read and to under- 
stand as to lift and to carry. 

Process recording is seldom professional recording. The experi- 
enced professional caseworker characteristically records in a 
diagnostically condensed form. Only when the case is unusually 
difficult does he record process. His purpose in doing so is not 
unlike that of the microbiologist who mounts a special moving 
picture camera on his microscope. He wishes to record every 
detail of the complex interaction between himself and his client 
because he is baffled by and does not understand it. His purpose 
is to gain the benefit of repeated study. Often he may also wish 


131 








70 ) 





CASEWORK PAPERS 





to submit a record of the detailed process of his case to a colleague 
or a psychiatrist for the purposes of consultation. 

Process recording can lend itself to educational purposes. Dur- 
ing the course of the student’s education there are times when it 
is indicated and times when it is contraindicated. This also holds 
true during the course of the beginning worker's externship. Aris- 
totle once said that in order to gain the best insight into things, it 
is necessary to examine their growth from the beginning. Per- 
haps it will be helpful if we take his advice in an effort to arrive at 
a more balanced understanding of process recording. 

The beginning student in the school of social work is required 
to record in processed form in order to facilitate his formal edu- 
cation. In the first place process recording provides the student 
with a frame of reference for total recollection at a time when 
he has no other. In addition it focuses his attention on his own 
role. It helps to make him aware that his client is responding to 
him as well as to the rest of his external situation. It enables him 
to grasp the concept of endogenous behavior. It attracts his notice 
to the importance of transitions, both those initiated by him and 
those initiated by his client. It assists him in learning how to 
separate potentially relevant from potentially irrelevant facts. It 
promotes his ability to distinguish between facts and inferences. It 
develops his capacity for objective observation. And by providing 
him with an opportunity to feed his interviews back to himself in 
slow motion at a time when he is less anxious and more capable of 
reflection, it encourages his self-confidence and promotes skill in 
evaluation. In this way it also assists him in developing foresight 
and spontaneity. 

Other educational advantages accrue to the beginning student 
as a result of process recording. For example, the manner in which 
process recording enables his supervisor to see and hear the give- 
and-take of his interviews, almost as if the supervisor had been 
present, makes it possible for him to individualize the student 
rapidly. The quality of the student’s feeling, the nature of his 
attitudes, the pace of his thought, the character of his defense 
mechanisms, and the degree to which he is absorbing the necessary 
concepts and principles and converting them into applicational 
skills are all quickly revealed. As a result he can be helped more 
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effectively. It would in fact be difficult to conceive of a quicker, 
cheaper, or better device for the field education of the beginning 
student than process recording. 

As the student develops the skills in question, however, his 
dependence on process recording diminishes. Beyond a certain 
point in his maturational process, for example, he is no longer in 
as much need of process recording as an aid to recollection. In- 
stead, the significances of his cases as he is now beginning to under- 
stand them recall the facts to his mind. Similarly, he has less need 
of process recording to separate relevant from irrelevant facts, to 
distinguish between facts and inferences, to develop self-awareness, 
to develop applicational skills. Above all, he is much less depend- 
ent on the sequence of events with its “myriad accidents” as a 
frame of reference for recording. Instead, he begins to use the 
major social-emotional themes and causal connections in his cases 
as the frame of reference. 

When this happens, his thrust is increasingly away from process 
recording and in the direction of diagnostically condensed record- 
ing. The thrust occurs first in connection with study and diag- 
nosis. Later it takes in definitive treatment. In both instances the 
thrust is a healthy one and is the consequence of his maturational 
progress. In the very act of recording diagnostically, moreover, 
he further integrates his acquired skills. 

For a supervisor to ask a student at such nodal points in his 
development constantly to erase the causal order of the events at 
which he has tentatively arrived, in order to rearrange them 
chronologically in preparation for process recording, is to interfere 
with, rather than to support, his growth. In doing so he works 
against the very purpose for which process recording was origi- . 
nally instituted. If the student’s progress has been genuine, he 
will find the request a burden and will react negatively. Con- 
versely, to catch these critical moments in his development and to 
encourage him during them is a major supervisory skill. 

There is no justification in education for assigning a privileged 
status to process recording as an end in itself. Both educationally 
and professionally process recording is merely a tool. The good 
student and the good worker use it differentially. The ability to 
record briefly and on the basis of one’s grasp of the social-emotional 
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themes and causal connections in a case, on the other hand, is itself 
a service skill since it makes possible the more rapid provision of 
the basic services of study, diagnosis, and treatment. 


Failure to Be Scientific 


A second reason for the existence of verbose and disorganized 
case records is the failure of many caseworkers to realize that 
social casework is not a form of magic, but a scientific art with 
a systematic approach to problem solving. These caseworkers are 
frequently so anxious to produce quick results that they become 
grandiose, and so anxious to be flexible that they cease to be system- 
atic. They forget that in order to be flexible one must have a 
system and that flexibility without a system is chaos. A host of record- 
ing problems results from this failure to be scientific and systematic. 
I shall deal with only one of them. 

Every scientific art has a diagnostic investigative process. In a 
previous paper I called it the diagnostic scientific method, as dis- 
tinct from the inductive scientific method. The more traditional 
name for it in our field is study-diagnosis. 

The diagnostic investigative process involves at least five stages. 
The stages are not so absolutely distinct from each other that the 
first one has to be completed before the second one is begun. The 
validity of the process as a whole, however, is dependent on the 
accuracy and completeness with which each stage is carried through. 

The first stage is initial exploration, the main purpose of which 
is to describe the presenting problem. The second stage is hori- 
zontal exploration. In this stage the main purpose is to examine 
the general setting and system of relationships within which the 
problem arose. Some writers call this the examination of the field 
of the problem. The third stage is formulating the diagnostic 
hypotheses for the purpose of beginning to interpret the problem. 

Facts do not automatically disclose their significances, but must 
be interpreted. The diagnostic interpretative act is one in which 
the facts, as gathered and verified, are reviewed in the light of 
known inductive generalizations for the purpose of arriving at a 
conclusion with respect to case or classification. The interpreter 


1See Louis J. Lehrman, “The Logic of Diagnosis,” Social Casework, Vol. 
XXXV, No. 5 (1954), pp. 192-199. 
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lets his mind range up and down the data. Some of the facts sug- 
gest to him one diagnostic hypothesis. Other facts suggest another 
hypothesis. Still others may suggest two or more hypotheses simul- 
taneously. His task is to use all his theoretical knowledge and 
creative imagination to elicit from the known facts as many theory- 
controlled diagnostic hypotheses as possible, however partial they 
may be and however many additional questions they may raise. 
Everything in the diagnostic investigative. process from this point 
forward depends on these hypotheses. By indicating the areas that 
require further exploration and by pointing out the questions 
that still need to be asked, they lead to increasingly definitive 
avenues of inquiry and act as directional arrows. In fact, diag- 
nostic hypotheses may be likened to vectorial forces. The quantity 
and range of the evidence on which they rest determine their 
magnitude. The nature of the evidence determines their direction. 

The fourth stage in the diagnostic investigative process is ver- 
tical exploration, during which the additional information that 
is necessary to prove or disprove the diagnostic hypotheses is 
secured. In this stage of the process some of the old diagnostic 
hypotheses will be eliminated and some new ones will be added; 
other hypotheses will be expanded; others will be fused. The 
fifth stage is formulating the tentative diagnosis. The tentative 
diagnosis is the integrated sum of the diagnostic hypotheses that 
remain after all the data have been collected. It establishes the 
connectivity among the data which at the outset had appeared 
unrelated. It is called “tentative” because no diagnosis can be 
considered final before its deductive consequences have first been 
tested and proved in definitive treatment. 

Each stage in the diagnostic investigative process involves cer- 
tain characteristic dangers and difficulties. Some of them are 
logical; others are psychological. We have already mentioned a 
few of the dangers and difficulties that are associated with the first 
and second stages: the difficulty of objective observation, of com- 
plete and accurate recollection; the necessity for factual verifica- 
tions, for focusing on transitions, and for distinguishing between 
facts and inferences; the general problem of apperception; the 
difficulties in developing self-confidence and self-awareness. On 
the whole, however, the first two stages in the diagnostic investiga- 
tive process are relatively easy and the average caseworker quickly 
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develops adequate skill in them, and even ceases to record them in 
processed form. 

It is the third stage that troubles him. Having gathered the 
initial and horizontal information, he does not know what to do 
with it. One reason for this is that his educational preparation has 
often not sufficiently stressed either the importance or the methods 
of scientific investigation. His ideological and operational com- 
mitments to scientific investigation are therefore weak. Another 
frequent reason is his lack of a sufficient body of scientific theory 
in the light of which to review and interpret his findings. Conse- 
quently he engages in no organized attempt to frame diagnostic 
hypotheses. He lays his “golden bow apart” and constructs no 
arrows for his “crystal shining quiver.” His investigative process 
begins to fall apart. What began so hopefully deteriorates quickly 
into random action. And soon he begins to record the full and 
unamended process again, for one simply cannot summarize random 
action that one does not understand. 

Oddly enough, one is nevertheless tempted to call his endless, 
unilluminating recording good, for in its own way it accurately 
reflects the confused state of his thoughtless, time-consuming opera- 
tions. Perhaps we can put it this way: the less one thinks, the more 
one acts; the more one acts, the more one writes—and the more 
one records process. 

Many of our so-called recording problems arise in a similar way. 
In other words, they are not really recording problems at all, but 
rather are problems in methodology and content. Direct service 
skills rather than writing skills are required for their solution. 
When our work with clients becomes more systematic and our 
study-diagnosis-treatment process improves, our recording will im- 
prove. Our recording will then contain diagnostically condensed 
portions and process portions, as the situation may require, and 
will not only be brief but will clearly reveal the rationale of our 
operations. 
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THERE Is A GREAT deal of talk nowadays about evaluating health 
and welfare programs and measures. Certainly there has been more 
talk than action, and the talk itself is often either too glib or too 
discouraging. I myself was rather on the discouraging side a few 
years ago when I discussed problems in evaluating the results of 
casework.!_ Others have made the task seem over-easy—just set up 
your criteria and read your records, and the answers will emerge. 

One of the troubles is that we are not all talking about the same 
thing when we say, “Let’s evaluate.” Not that “ evaluate” always 
has to mean the same thing, but we should at least be aware that 
the term has various meanings, and we should be clear which of 
the meanings we are using in any particular discussion. 

Last year, some of us in the Children’s Bureau began to think 
and talk about this question of what we mean when we say, “Let's 
evaluate.” Federal administrators who disburse millions of the 
public’s dollars in the welfare field are perhaps especially concerned 
about the worth-whileness of the efforts that they, in a sense, vouch 
for. Not that they are really skeptical; they merely want to have 
that solid assurance and support that they, like the rest of the 
present-day public, think scientific research can give. 

Our first step was to try to determine the meaning of evaluation 
as it applies to welfare activities. We did this by talking with our 
colleagues and by reviewing studies in many fields to see what 

1Helen L. Witmer, “Difficulties in Determining Social Work Effectiveness,” 


Selected Papers in Group Work and Community Organization: National Con- 
ference of Social Work, 1952, published by Health Publications Institute, 


Raleigh, N.C., 1953, pp. 68-72. 
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research workers and other practitioners had in mind when they 
said they were evaluating, and how they went about the job. The 
first thing we discovered was the fact that most people are quite 
clear as to what they think evaluation means, but that there is little 
agreement among them. 

To many, “evaluation” meant looking over the operation of a 
program and determining how good or how satisfactory it is. 
This is frequently undertaken in the health field. A regular tech- 
nique has evolved for going into a community, getting together the 
facts about mortality and morbidity rates, numbers of doctors and 
nurses per thousand population, and so forth, and coming to con- 
clusions, by comparison with established standards, as to how the 
community is doing health-service-wise. 

The drawing up of criteria for such evaluation engages the atten- 
tion of numerous committees-—for example, the American Public 
Health Association Committee on School Health Services—and 
there is much talk about objectives and operations, and about how 
it can be determined when the one coincides with the other. 

A comparable type of evaluation is well-established practice in 
the welfare field, too. Here the standards are less objective and 
perhaps less agreed on. But many city-wide “surveys” of social 
services have the aim of determining how well the community is 
served. And so, to some extent, have the “program reviews” that 
both health and welfare administrators engage in, and the “studies” 
of individual social agencies that experts (meaning people from 
outside the community in question) are frequently called upon to 
make. 

Many who were questioned implied that, obviously, evaluation 
means finding out how well equipped an agency or a program is and 
how well it operates. 

Others were aghast at such an answer. Science is made of sterner 
stuff than that, they said. Evaluation is a scientific procedure; 
and its common objective, across a wide range of studies, is to dis- 
cover the extent and degree to which change has been effected. 
Examples cited were numerous. A war-time committee, under dis- 
tinguished leadership, studied food habits and evaluated their 
accessibility to change. In research centers and clinics of various 
sorts, attempts are being made to evaluate measures for reducing 
prejudice, preventing delinquency, rehabilitating psychiatric 
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patients, and so on, and all of them use the test: What and how 
much change has been secured? 

These were the two extremes in the ideas presented about the 
meaning of evaluation. In between were statements and studies to 
the effect that one might evaluate a program by finding out how 
many people it reached or by determining to what extent the need 
for service had been met. There was even some evidence to 
suggest that studies of costs, unit and otherwise, were somehow 
evaluative in nature. 

The proponents of these various. conceptions of evaluation were 
somewhat skeptical of one another’s aims and efforts. On the one 
hand, there was a suspicion that it did not accord with scientific 
dignity to call surveys and reviews of agency operations “evalua- 
tions.” On the other, there was doubt that the delicate interper- 
sonal relations of casework, for example, could be or should be 
subjected to measurement or that those who “help” rather than 
“treat” should be held accountable for results. 

We who were seeking the common elements in all that goes 
under the name of evaluation in health and social welfare work 
could not be distracted by such doubts. And, as we gathered 
together the evidence from studies and conversations, certain com- 
mon elements did begin to emerge. Moreover, review of methods 
used in the various kinds of investigations began to suggest that 
division could not be made along scientific and non-scientific lines. 
There was scope for the use of scientific method in all kinds of 
evaluative studies. 


Types of Studies 


At first it appeared that two main types of evaluative studies 
were to be distinguished. One category would consist of studies 
that answered the question: How good is the program or work 
that is under consideration? The other would consist of studies 
that answered: What good does the activity do? 

In the first category would be the surveys, reviews, and other 
investigations that judge programs and their operations according 
to standards already set up. Knowing—or assuming to know—how 
casework ought to be carried on, how foster homes ought to be 
selected, how a child guidance clinic ought to be staffed, the per- 
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sons conducting these evaluative studies of particular agencies 
would show to what extent the work or the agency was competent. 

In the second group would be the studies that aimed at dis- 
covering whether a program or measure actually accomplished what 
it set out to do. Do foster homes, for example, or particular kinds 
of foster homes, achieve the purposes for which they are used with 
particular types of clients? How effective is child guidance—of a 
specified kind and with specified kinds of patients? What does a 
particular kind of delinquency-prevention program accomplish and 
with whom? 

Somewhere in between would be the studies that were planned 
to show what proportion of the individuals in need of help were 
reached, with the assumption that if they were reached they were 
helped. This assumption, by the way, is not always as ludicrous 
as skeptics in social welfare research may think. For example, 
the effectiveness of an immunization program is correctly judged 
by the proportion of the total in need who are reached. For in 
this case there have been prior evaluations of the effectiveness of 
the immunizing agent itself. The dictum for evaluation in social 
work would seem to be: First determine the effectiveness of your 
measures, and, only after that is done, evaluate an agency by deter- 
mining whether its use of the measures is up to standard or 
whether it succeeds in reaching those who need its help. Unfor- 
tunately, however, logical as this advice seems to be, the situation in 
social work is not that simple. 

To return to the description of our discoveries, we thought that 
the two extremes in evaluative studies were clearly distinguishable 
and that they had little in common. Either one evaluated by com- 
parison with an accepted standard or one found out what the 
operation in question accomplished—what good it did rather than 
how good it was. 

Research workers agreed that the first thing to do, in the latter 
type of study, was to discover what the operation was supposed to 
accomplish—in other words, what its objectives were. It was 
recognized that social work and, to some extent, psychiatric pro- 
grams and measures are in a peculiar position in this respect. 
Objectives in these fields are not clear cut, it was said, and evaluators 
might have to spend considerable time in getting the objectives 
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formulated in researchable terms. After that would come the 
business of settling upon criteria by which the degree of accom- 
plishment of objectives could be recognized. 


Comparisons Against a Standard 

It was at this point that it dawned on us that these two extreme 
types of evaluative studies are not so different after all in their 
underlying logic. Both of them are essentially comparisons against 
a standard. In the one case the standard for comparison may be a 
conception of what, for example, gaod casework with a mother in 
a child guidance clinic consists. In the other, the standard may be 
a conception of what such a clinic wants to accomplish with a 
mother. In both cases, what is actually going on would be com- 
pared with an ideal. 

The objection may be raised that this is not the only way results 
are “measured” in casework or in therapy. For instance, there 
may be before-and-after comparisons rather than comparisons with 
an absolute ideal. The answer here is that an individual's “before” 
or “after” status is not viewed in isolation from those of other 
human beings, and with no conception of better or worse. The 
standard or ideal is still there, even if the assessment of individual 
cases is limited to amount of progress, without showing where 
the individual started from or where he has arrived. 

If our present view is correct, differences among evaluative studies 
are to be found in what is being evaluated (or what aspect of the 
matter in question is being evaluated) rather than in what the 
term, evaluation, means. To evaluate means—strange to say—just 
what the dictionary says it means: to appraise, to ascertain the value 
or worth of. And worth is always measured in coin of some mintage. 

What then, are the aspects of social work programs and measures 
whose worth or value or goodness we usually want to determine? 
The following is the list so far as we have been able to discover: 

1. We mav want to determine the goodness, the worth-whileness, 
of the organization’s or the activity’s goals, objectives, or purposes. 

a. How desirable is the end that is being sought? Is it some- 
thing that we really ought to be trying to achieve? Is it a good 
idea, for instance, to enable unmarried mothers to keep their 
children with them, through making them eligible for ADC 
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grants? Is it desirable to keep as many prematurely born infants 
alive as possible? Ethical, social, and economic standards and 
values are involved and evaluation must be made in comparison 
with them. 

b. How great are the extent and the urgency of the need that 
is to be served? This question must be considered against some 
conception of how much or how little stress is to be tolerated by 
our society or by the persons under stress. 

c. What is the extent of receptivity, actual or potential, to the 
service under consideration? To determine the worth-whileness 
of setting up a day-care program, for example, evaluators would 
want to discover not only how desirable day care is for young 
children but also how many mothers would use a day-care center 
if one did exist. 


2. We may want to determine the effectiveness of the program or 
measure in one or more respects. 


a. The effectiveness under consideration may be the agency’s 
success in reaching accepted operational standards. Does it have 
the kind and amount of equipment deemed necessary for good 
work, for example, or the quantity and quality of staff that good 
work demands? Does it meet common standards in amount of 
work that is turned out or in its use of time and money? Are 
its professional services provided in the approved manner? 

b. The effectiveness to be judged may be the organization’s 
success in (I) reaching the people who need its services, or in 
(2) conveying the services without discrimination to groups or 
individuals. 

c. The effectiveness under consideration may be the extent of 
the organization’s success in bringing about, in individuals or 
groups, the kind of change that its activities aim to produce. 

d. The effectiveness that is being evaluated may be effectiveness 
in bringing about some desired change, or in avoiding some 
undesired change, in situation or conditions. 





To sum up, evaluative studies seek answers to two main ques- 
tions: How good is what we are trying to do? How well are we 
doing it? And these two questions merge into one: How does 
it compare with the way it ought to be? 
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EVALUATIVE RESEARCH 
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EVALUATIVE RESEARCH IN social casework has been concerned 
with a cluster of questions: Does casework really help? How much? 
How long? How do we know? These are all ways of spelling out 
the key question: How well are we doing with regard to inducing 
desired changes in individuals? 

One part of the review of evaluative research undertaken by 
the Research Division of the U.S. Children’s Bureau has been a 
survey of some of the literature addressed to this question with 
regard to psychiatric treatment. For purposes of this review psy- 
choanalysis was included and social casework was excluded. I 
shall refer to the area studied—individual psychiatric treatment— 
as psychotherapy, differentiating it from social casework. The 
bibliographical review has been supplemented by conversations 
and correspondence with some of the people involved in evaluative 
research in psychiatric treatment and also in social casework. The 
effort was not to be all-inclusive, but merely to get a picture of 
what has been tried. 

The study has been made with two main questions in mind: (1) 
What are the methods employed for evaluative research in psy- 
chiatric treatment and what hints do they hold for evaluative 
research in social casework? (2) What general trends are discern- 
ible and what are their implications for evaluative research in social 
casework? 

One of the few certainties in this baffling field is that so far 
no one has answered the key question to anyone’s complete satis- 
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faction. This is one point on which all experts seem to agree. The 
most anyone claims is to be on the right track, and few claim to 
have traveled very far on it. 


Methods of Evaluative Research 


In considering the ways that have been attempted, it is con- 
venient to think of three different breakdowns, each of which falls 
into three subdivisions. Despite variation in important details, 
the methods employed for evaluative research in psychotherapy 
can be grouped under three headings. They employ either meas- 
ures or ratings, or some combination of the two. The measures 
may be characterized as psychological test-retest techniques, counts 
of verbal behavior, or physiologic and organic measurements. 
Verbal counts, of course, may be based on ratings (such as comments 
indicating maturity or self-acceptance) in which case they would be 
combinations of ratings and measures. The ratings may be made 
by the patient himself; by the therapist or some other professional 
person; by collaterals—such as family, friends, employer, colleagues, 
neighbors; by researchers; or by some combination of these. 

Whether it is based on ratings, measures, or both, the resultant 
finding falls into one of three types. It may be global, segmental, 
or global based on segmental. 

The global evaluation may or may not be implemented by a 
list of criteria to be considered, or by “operational definitions” 
possibly accompanied by illustrations. Its distinguishing feature 
is that it is arrived at in one over-all assessment. Such ratings would 
include degree of improvement or of treatment success, level of 
adjustment or adaptation, amount of movement toward or away 
from a treatment goal. 

For the most part, the segmental indicators can be grouped un- 
der three headings: (1) social and economic indices such as inter- 
personal relations, employment, wages, productiveness; (2) intra- 
individual indices such as degree of or changes in anxiety, insight, 
satisfaction, frustration, concept of self, locus of evaluation; and 
(3) physiologic measures and manifestations. Just as the global 
evaluation may or may not rest on specified criteria, so the seg- 
mental indicators may or may not be merged into an index cor- 
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responding to some global designation such as improvement, 
adjustment, success, and so on. 

On the basis of a far-from-total review of evaluative research in 
psychotherapy, it appears that there is a discernible trend in 
methods used and envisaged—a trend away from global evaluation 
and toward segmental indices. Where an ultimate global evalua- 
tion is offered, it tends to be evolved from a battery of segmental 
indices—based on ratings, measures, or a combination of both— 
rather than to be obtained as a single over-all assessment of success, 
progress, cure, adjustment. 

It is no longer enough to say, “patient improved,” “partially 
improved,” “unimproved.” ‘Too many questions are raised about 
what improvement means, how it is recognized, how consistent 
the judgments are, who makes them—not to mention the nature 
and degree of improvement, if any. Accordingly, there is less 
fervor for putting a single blanket rating on improvement, and 
more interest in identifying and assessing the separate ingredients 
or indices of improvement or success—the social, economic, and 
intra-individual variables I have grouped under segmental indicators. 

Analyzing the components of success or improvement, however, 
involves analyzing the components of what needs to be improved 
and the means by which improvement is to be effected. How can 
you tell how much therapy has accomplished unless you know 
the base from which it worked the specific changes evidenced, and 
the extent to which outcome was the result of therapy? The mo- 
ment you break down success or improvement into its components 
you open the flood-gates to a host of variables—variables relating 
to cure, to therapy, to therapist, to patient’s situation, to patient- 
therapist relations. 

The experts seem to agree about the multiplicity and slipperi- 
ness of these variables which must be controlled for any conclusive 
and rigorous evaluation of psychotherapy. They agree also about 
the lack of agreement among psychiatrists on basic definitions of 
diagnostic categories, of treatment, of cure. They agree further that 
it will be many years before we achieve a controlled and validated 
instrument for evaluating the outcome of psychotherapy. 

All this implies a growing conviction that before we can be sure 
how well we are doing we must know more about what we are 
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doing; and that just as the evaluative question—‘‘How well?”— 
is really a cluster of questions, so the question “What are we 
doing?” also involves a cluster, including all the variables I have 
mentioned. 


Knowing What We Are Doing 


I had thought that the shift in emphasis from “how well” to 
“what” needed no documentation. But one of the interviewed 
experts commented that 99 per cent of the recent evaluative research 
in psychotherapy has been done by the Rogers group and it is 
officially dedicated to exploring the concomitants of therapy rather 
than therapeutic success. “What looks like a trend might just be 
Rogers.” The comment is cogent and the expert is very expert. 
Yet a limited review of published studies and discussions, unpub- 
lished projects, project statements and committee reports, plus 
scattered interviews with individuals, does strongly suggest that the 
alleged trend is more than a testimonial to the zeal of one group. 

With regard to these interviews, a point of special interest is 
that what people say today often sounds different from what they 
wrote yesterday. Some of those who have given serious effort to 
evolving instruments for measuring the results of therapy seem 
to have shifted their main focus from “how well” to “what’— 
and the shift is more apparent in current conversation than in the 
published reports of the work that lies behind it. 

Such a shift was made relatively early by the American Psycho- 
analytic Association’s Committee on the Evaluation of Psychoana- 
lytic Therapy. The members of this committee soon discovered that 
they could not agree even on a definition of psychoanalysis and 
concluded that “in order to evaluate a subject, one must first know 
of what that subject consists.” + Finally they settled on a modest 
fact-finding survey as a background for a long effort leading ulti- 
mately toward evaluation. Their schedule delicately asks the 
therapist whether in his opinion he is using psychoanalysis or 
something else. 

A recent report from a foundation project, originally set up to 
evolve the perfect instrument for evaluation, announces an analo- 


1“Committees at Work,” Bulletin of the American Psychoanalytic Association, 
Vol. VI, No. 1 (1950), p. 17. 
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gous shift, saying that the study now aims “primarily at discover- 
ing just what went on during the course of treatment and second- 
arily at describing and evaluating the status of the patient at the 
end of treatment.” ? 

A research group at a New York psychiatric clinic explains that 
it is working on standardizing diagnostic classification and descrip- 
tion of therapeutic process, as a beginning step toward ultimate 
evaluation. The director of a project at a Chicago psychiatric 
clinic writes, “We feel that prior to intensive research on the out- 
come of any treatment procedure, one must have a body of knowl- 
edge that will adequately describe prospective patients and their 
social surroundings . . . we hope in the future to extend our work 
more directly to the evaluation of outcome.” 

One could multiply quotes and instances variously illustrating 
a growing belief that we cannot find out “how well” until we know 
“what”—that is, that discovering “what” must come first. Along 
with this, an interesting shift seems to be occurring between means 
and end. First it was said that we cannot evaluate success until 
we know more about diagnosis, patient, therapist, the therapeutic 
process. Now it begins to be suspected that if we learn enough 
about these the rest will take care of itself. If we can really define 
and control all the elements required for evaluating the effects of 
therapy, the process of evaluation will become an inevitable by- 
product. The chief product will be better therapy. 

In other words, they seem to be saying, it will be a long, long 
time before there can be any tested and validated instrument for 
definitive evaluation of psychotherapy; but what we can do in the 
meanwhile will be worth more than mere evaluation of results. In 
fact, the chief goal seems to have shifted from precise evaluation 
to an understanding of the elements involved. 

According to a substantial segment of opinion concerning re- 
search in evaluative psychotherapy, then, the first question in time 
and perhaps also in importance is “what” rather than “how well.” 
Probably a substantial segment of opinion concerning research in 
social casework would go along with this alignment, to judge from 
what I have been seeing and hearing among practitioners of 
research. 


2 Unpublished reports and correspondence 
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Judging Results 


But what about the consumer of research, the one who pays for 
it? It is often, though not always, true that the main inducement 
for footing the bill is the expectation of an exact, objective measure 
of casework results. Administrators want research as a means of 
attracting support. Board members and contributing public want 
it in order to be sure they are supporting a sound service. It is 
all very well to say we cannot produce that answer for years o1 
perhaps forever; but a good many of the people to whom we look 
for support during those years want that answer first. 

The dilemma is a respectable one. Why should agencies not 
want support? Why should contributors not want evidence that 
their support is well directed? And why should researchers who are 
interested in the field not want to give it what it needs? The wish 
for any possible evidence on whether social casework really does 
help looks more and more sensible as the talk about “two-out-of- 
three spontaneous remissions” grows more and more audible. 

The dilemma is not only respectable, it is also soluble. The 
solution is, in fact, built into some of our most estimable research 
designs. What will come only after years and years, if indeed it 
ever comes at all, is the wondrous instrument that so far has existed 
only in fantasy—the instrument that will actually tell in any 
specific case whether help has been given, how much and how well. 
But many of the most rigorous investigations into what happens 
employ some judgment of outcome as part of their design. The 
results of segmental ratings, of psychological testing, of physiologic 
measures, are likely to be tested against someone’s judgment of 
whether or not therapy was successful. If they correlate strongly 
with someone’s—or several people’s—assumption about what cure 
is, then they are taken to be significant factors. At the moment, 
in fact, it is a common and accurate comment that evaluative re- 
search that employs psychological test-retest techniques is evaluat- 
ing the test rather than the therapy. In other words, the best we 
can do at present on the subject of cure, adjustment, progress, or 
improvement is to offer somebody’s opinion; and this will be true 
until we have worked out the complex instrument of everybody's 
dreams—if we ever do. 
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Perhaps all we need is to be a little more clear and frank about 
what we are doing—clear about the extent to which the most 
rigorous examination of “what” we are doing is checked against 
opinions and assumptions about “how well” we are doing it; and 
frank about explaining the difference to those who want answers 
now. 

It would help in our own clarity of thinking about that differ- 
ence if we were a little more precise in our use of words. “Objec- 
tive,” for example, often seems to be used synonymously with 
standardized. Accordingly, we find researchers claiming that to es- 
tablish a rating scale and to assign scores give an “objective” meas- 
urement of maturity, nervousness, or respect for others. And we find 
research consumers convinced that a standardized scale, based on 
caseworker opinions, is an “objective” instrument. 

The blurring of the difference between objectivity and stand- 
ardization is paralleled, or perhaps reflected, in a blurring of the 
difference between reliability and validity. About reliability per 
se we are fairly reliable—perhaps because it is relatively easy to 
establish. But we sometimes act as if a large amount of reliability 
equals a moderate amount of validity; and sometimes assume that 
concurrence of caseworkers outside a given agency, or of members 
of other disciplines, constitutes a validation of standardized case- 
work judgments. Interdisciplinary unison, however, is not neces- 
sarily a validation. There was a time when one could have 
achieved most gratifying “reliability’—that is, agreement—about 
the existence of the four humors and their relation to physical as 
well as mental health. 

Confusion about our various terms seems to have seeped into the 
minds of some researchers as well as of the consuming public. 
One result seems to be an appetite for imposing apparatus, and 
an inability to trust anything that cannot be camouflaged under 
the dubious label, “objective.” 

To be clear about our terminology—and when it does not 
apply—is prerequisite to any solid research. A first step toward 
solving our evaluative dilemma is to be clear about the extent to 
which, so far, our most rigorous examination of the variables in- 
volved in psychotherapy is tested against some untested assumption. 
In one respect we are far more fortunate than psychiatric thera- 
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pists, who agree on almost nothing; for the consistency of case- 
worker judgments has been demonstrated repeatedly. With simple 
definitions and a minimum of training, very adequate reliability 
can be achieved in the judgments necessary for saying how well 
we are doing with regard to our assumptions about what “well” 
should mean. Boosting the reliability a few notches will not con- 
stitute validation of those assumptions, and may not prove worth 
the effort. 

It would be possible and legitimate, then, for practical purposes, 
to continue to do relatively simple evaluations, based on standard- 
ized judgments—recognizing always their nature and their limita- 
tions. We can do this without invoking objectivity or encouraging 
confusion in the minds of those who need to know now the best 
answers we can give. We can make it clear that this kind of 
systematic, carefully designed opinion study is respectable for this 
kind of research; and that it is different from the other kind. 

That is, we can be clear that the “how well” kind of research 
needs to be done, but that it contributes more to administrative 
considerations than to casework therapy and practice. And that 
research geared to the question “What are we doing?” will in the 
long run contribute more to all. 

We can be clear in our thinking about it and also in our state- 
ments. If the nature of the choice is made clear to the research 
consumer, he will not necessarily lose faith in the kind of straight 
evaluation that can be done now; but he will be more likely to 
restrict it to administrative necessity—increasingly, as the value of 
the “what’’-oriented research is demonstrated. And he will be more 
ready to renounce a research fantasy that, like many of the un- 
realisms casework seeks to cure, is destructive. 

Scientists often feel an urge to predict. A tempting prediction 
at this point is that by the time we have the answers to “what” 
we shall also have the answers to “how well”—and that by then 
we shall be less ravenous for them. 
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